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In treating peptic ulcer it is important 


1 10 Neutralize Hyperacidity. And KOLANTYL | 
includes a superior antacid combination (magnesium 
oxide and aluminum hydroxide, also a specific anti- 


peptic) for two-way, balanced antacid activity. 


To Protect The Crater. And KOLANTYL includes 
a superior demulcent (methylcellulose, a synthetic 


mucin) which forms a protective coating over ulcer- . 
ated mucosa. 


To Block Spasm. And KOLANTYL includes a 
superior antispasmodic (Bentyl) which provides 
direct smooth muscle and parasympathetic depres- 
sant qualities .... without “belladonna backfire.” 


but only | 


Inactivation of Lysozyme with a proven anti- 
lysozyme, sodium lauryl sulfate. Laboratory researcli 
12,3 and clinical studies* indicate that lysozyme is one 
of the etiologic agents of peptic ulcer. By inhibiting 
or inactivating lysozyme, KOLANTYL—and ONLY 


KOLANTYL— includes the important 4th factor 
—— toward more complete control of peptic ulcer. 
1828 
NewYork « CINCINNATI + Toronto DOSAGE: Two tablets every three hours as 
1. Meyer, K. Am.J.Med. 5:482,1948. needed for relief. Mildly minted Kolanty] tablets 
Mane nay be chewed, or swallowed with ease. 


4. Hufford, A.R. Rev. of Gastroenterology. Aug., 1951. 
Trade-marks "'Kolantyl,” Bentyl”’ Hydrochloride 4 
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The hands of a girl of 
17 with a history of 
hyperhidrosis of 9 
years’ duration. The 
sweating was a definite 
social handicap. 


The same patient 45 
minutes after taking 
100 mg. of Banthine. 
She has been main- 
tained on a schedule 
of 50 mg. three times 
daily. Illustrations 
courtesy of Keith S. 
Grimson, M.D. 


Hyperhidrosis constitutes a serious mental as well as physical handicap. 


Its treatment is therefore highly important. 


The control of this obstinate condition by Banthine is accomplished 
by the true anticholinergic action of the drug—an action which has 
made Banthine one of the outstanding drugs of recent years. 


BANTHINE sromive 


Brand of Methantheline Bromide 


ORAL...PARENTERAL 


aeeuakein IN THE SERVICE OF MEDICINE SEAR LE 


PHARMACY 
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TRADEMARK 


__ BRAND OF SULFONIC CATION EXCHANGE RESIN 


More Leas Bulky 
Na 


| KATONIUM ... exhibits 30 per cent greater efficiency in binding sodium than 


carboxylic resins. It reaches its peak activity at pH 3 and functions 

Ca at full capacity at all acid and alkaline pH values above 3 through- 

y out the gastro-intestinal tract. This is in marked contrast to 

7 carboxylic resins which do not reach their maximum activity until 

M Na pH 10-11, a degree of alkalinity never encountered in the gastro- 


“wnat | KATONIUM... is more rapid in action than carboxylic resins and shows less affinity 
Na for calcium and magnesium, thereby lessening the danger of inducing 
K hypocalcemic tetany and demineralization of bone. 
| KATONIUM... is less bulky because it is denser than carboxylic resins, exhibiting 
— one third less bulk per gram of material. Furthermore, it swells less 
C a after swallowing, resulting in better tolerance with less tendency to 
cramping, feeling of fulness and constipation. 


- = | KATONIUM . .. permits cardiovascular, cirrhotic, nephrotic and hypertensive patients 


Na 


to enjoy a wider variety of food and a more palatable and nutritious 


diet. Furthermore, Katonium greatly diminishes the need for 
mercurial diuretics, reducing the frequency of their use and, in some 
instances, eliminating them entirely. 


Powder available in individual packets of 15 Gm. each, cartons of 
21 packets, and bottles of 1 lb. and 5 Ib. 


Write for informative booklet. 


New Yorw 18, N. Y. Winosor, ONT. 
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ARTICLES 


Contact Dermatitis of the Hands 
George L. Waldbott, M.D. 


Discussion of how to detect the cause of contact dermatitis 
of the hands by taking a good look at the lesions. 


Genesis of Fetal Abnormalities 
S. Behrman, M.B. 


Discussion of the inherited and environmental causes of fetal 
abnormalities. 


Treatment of Trichomonas Vaginitis 
Sophia J. Kleegman, M.D. 


Practical methods for control or cure of trichomonas vagi- 
nitis. 


TRADE MARK REGISTERED U. S. PATENT OFFICE 


Accidental Poisonings in Children 
J. P. Price, M.D. 


How accidental poisonings happen; their diagnosis and 
treatment; how they can be prevented. 


AUGUST 1952 


Acute Arterial Occlusion. 
J. E. Estes, M.D. 


—- diagnosis, pathophysiology, and management of 
occlusion of peripheral arteries. 


VOLUME VI © NUMBER 2 


GP is published monthly by the American 
Academy of General Practice. Materials for 
publication should be addressed to the Edi- 
torial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 2, Missouri. Pub- 


lication Office (printer): 350 East 29nd Street, Management of the Jaundiced Patient . 71 
Chicago 16, Illinois. Advertising Office: .D. 

4 Wilsey Square, Ridgewood, New Jersey ieving B. Brick, M. 

* One dollar a copy. By subscription: $5.00 a History, physical examination, and laboratory aids in the 

year to members of the American Academy of differentiation of a surgical and medical jaundice, with treat- 
General Practice, $10.00 a year to others in ment therefor. 


U.S.A. and Canade. $12.00 in foreign coun- 

tries. Entered as second-class matter at the 

post office at Kansas City 8, Missouri. Addi- 

tional entry at Chicago, Illinois. + Printed in 

U.S.A. by R. R. D lley & Sons C at 

The Lakeside Press, Chicago. Copyright, 1952, . 

by the American Academy of General Practice. (Continued on page 5) 
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“...and don’t forget the VITAMINS!” 


Lactation increases vitamin requirements at a time that 
is critical to mother and child. A balanced 
vitamin preparation is a dependable way of forestalling 


the development of a deficient state. 


MERCK & CO., Inc., Rauway, N.J.—asa major manufacturer of Vitamins—serves 


the Medical Profession through the Pharmaceutical Industry 
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» self administered, 
ies pain with minimum or 
no loss of consciousness 


NEW YORK-—In more than 
applications, “Trilene,” a poten 
agent which can be self administered by 
adult or child, has demonstrated remarkable 
safety and effectiveness. Its use in surgery 
and obstetrics is marked by smooth, rapid 
induction of analgesia without loss of con- 
sciousness, or with only momentary uncon- 
sciousness. Inhalation, when an inhaler is 
employed for self administration, is auto- 
matically interrupted by any momentary 
lapse of consciousness. Recovery is swift, and 
devoid of nausea and vomiting. “Trilene” 
is nonexplosive, noninflammable in air and 
is well suited for use in homes, physicians’ 
“agifices, first aid stations or hospitals. 
Concerning its use in obstetrics, Gordon 
and Morton! state that the analgesia pro- 
duced by “Trilene” is more profound and 
prolonged than that of any other presently 
available agent, including nitrous oxide. 
Smith? states that in “Trilene,” “We have 
found the closest approach to the optimal 
\gmlessic agent for use in home obstetrics.” 
In minor surgery for both adult and child, 
Pickrell* lists numerous painful procedures 
often performed in the doctor’s office where 
“Trilene” may be effectively employed. These 
include reduction of fractures, removal of 
painful dressings, incision and drainage of 
abscesses, and cystoscopies. 


“Trilene” may also be used in standard 
anesthetic machines to insure complete anal- 
gesia while a light plane of anesthesia is 
maintained with other agents. 

“Trilene,” brand of highly purified tri- 
chlorethylene (Blue), is supplied in contain- 
ers of 300 cc. Recommended for most con- 
venient self administration is The “Duke” 
University Inhaler. Further information on 
“Trilene” or The “Duke” University Inhaler 
is available on request. Address inquiries to 
Ayerst, McKenna & Harrison Limited, 22 
East 40th Street, New York 16, N. Y. 

1. Gordon, R. A., and Morton, M. V.: Anesthesi- 

ology 12:680 (Nov.) 1951. 

2. Smith, G.: GP 5:61 (Apr.) 1952. 
3. Pickrell, K. L.; Stephen, C. R.; Broadbent, T. R.; 
Masters, F. W., and Georgiade, N. G.: In Press. 
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MEMO FROM 


THE MANAGING PUBLISHER 


Tue psychopathology of people who write anonymous letters 
may be a matter of interest to students of psychology. To 
editors and publishers this peculiar species of genus homo 
is a vast bore. 

Here at GP we receive our quota of these querulous mis- 
sives. Without exception, all the anonymous letters we re- 
ceive contain some petulant complaint and a goodly share 
of poorly disguised invective. Without exception, they are 
consigned to the wastebasket. These nameless unremem- 
bered acts benefit no one, except perhaps the unknown 
writer. (We remember one who, refusing to give his name, 
nevertheless demanded an “immediate answer.”’) 

As heretofore stated in this column, we like to receive 
letters that are provocative, controversial, corrective, or 
critical. Our “Yours Truly” department is open to all who 
have something to say and can say it with grace and con- 
viction. We are as happy to hear from the pros as the cons. 
But our columns are not open to the stealthy individual 
who is ashamed or afraid to sign his name. 

At each of the last two annual Assemblies of the Academy 
some disgruntled character sent an anonymous communica- 
tion to members of the Congress of Delegates criticizing the 
policies of the Publication Committee and the content of GP. 
The last one quoted in full an editorial appearing in a small 
medical publication which recommended that the editors of 
GP be general practitioners and that they accept for pub- 
lication only articles written by general practitioners. 

Disregarding the curious spectacle of a magazine offering 
editorial advice to one of its contemporary competitors, we 
venture the assertion that the anonymous author was really 
enjoying a victorious encounter with an argument of his own 
erection. 

As Dr. Stanley R. Truman, formerly chairman and still a 
member of the Publication Committee, has pointed out, GP 
wants articles from Academy members (or other general 
practitioners). Trouble is, we can’t get all the good ones we 
want or need. To quote Dr. Truman: ‘We want only the 
best—preferably by general practitioners. But we won’t 
sacrifice the best just to have general practitioners do the 
writing.” 

In selecting speakers for its annual Assemblies and writ- 
ers for its journal, the American Academy of General Prac- 
tice follows an identical policy. It seeks the best teacher avail- 
able on the assigned subject. He may not be the outstanding 
authority or the best practitioner. It is regarded as more 
essential that he be the most able teacher—that he possess 
a superior ability in conveying the information to others. In 
one case he must be an effective speaker; in the other a 
competent writer. The Academy and GP recognize teaching 
as an art in itself, quite apart from the art of practice. 


—M.F.C. 
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Edrisal : “an entirely adequate 


(Am. J. Obst. & Gynec. 61:1366, 1951) 


but‘Edrisal’ contains no narcotics! 


Each ‘Edrisal’ tablet contains: 
(racemic amphetamine sulfate, S.K.F.) 


Dose: 2 tablets 


please note: 


substitute for ordinary doses of codeine...” 


The color of the ‘Edrisal’ tablet has 
been changed from white to blue-green. 


‘Edrisal’ relieves pain and the depression 


that magnifies pain 


Smith, Kline & French Laboratories 
*T.M. Reg. U.S. Pat. Off. 


Philadelphia 
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Secretary’s Newsletter 


Ike’s Medical Policies > When this was written the Democratic party had not named 
Subject of Interest its candidate for the presidency, but independents and Re- 
publicans had been called to a stirring crusade for freedom, 
honesty, and peace by General Dwight Eisenhower. The gener-— 
al's youthful running mate, Richard Nixon, will be recalled 
as the militant conservative who defeated Helen Gahagan 
Douglas in California's 1950 race for the Senate. A prime 
issue of that campaign was socialized medicine, and Senator 
Nixon was one of the eight or ten candidates for Congress 
who won on this clear-cut issue in that crucial year. 


eeeereets is already ripe concerning the medical views 


hits. House next January. There is also much conjecture as 
to the leaders and policy-makers with whom he would sur- 
round himself. More than one person has mentioned the possi-~ 
bility that the Academy's honorary member, Franklin D. 
Murphy, formerly Dean of the University of Kansas Medical 
School and now Chancellor of the University, would receive 
an important post in the Government's medical affairs under 
Eisenhower. While Dr. Murphy took no prominent part in the 
general's campaign, it is known that he was the general's 
ief advisor on topics . of medical interest during the cam— 
aign for the nomination. 


The statement submitted by Eisenhower expressing his \ 


on socialized medicine in the opening campaign could well b 

more explicit. Many doctors will think it leaves something 
to be desired. When asked whether he was for compulsory 
health insurance, the Republican candidate answered that he 
would not answer too specifically ". . . because what could 
be in a bill labeled compulsory health insurance? I am not 
so certain." It is hoped that someone will explain to Gener- 
al Eisenhower the true and precise meaning of socialized 
medicine and that a bill for compulsory health insurance 
falls within its definition. 


AMA To Be Used >» President Truman served unmistakable notice that the 

As Whipping Boy American Medical Association will be used as a convenient 
whipping boy when he takes to the hustings - this month. The 
incumbent leaders of the President's party will advocate 
continued expansion of welfare measures. To give spark to 
their philosophy they will identify the opposite pole as 
"special interests" and "reactionaries." The President used 
both terms in his opening campaign speech when he dedicated 
a new hydro-electric project in Arkansas July 2. He singled 
out the AMA and power and light companies as standing in the 
way of social progress. The obvio1 
keep hammering home the theme that 
health and hospital services for the 


against the imposition of a sickness tax on his payroll. 
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Disability Section in 
Social Security Bill 


Here and There 
In Fewer Words 


This above all years, the doctors' vote will be vital in 
national elections. The 1950 campaigns proved that active 
participation by the medical profession can be an important 
factor in electing conservatives who support our system of 
free enterprise. 


A national holiday for doctors on election day might not 
be a bad idea. Some persons have pointed out that appoint— 
Seats at with patients and operating schedules in hospitals 
have in the past prevented many doctors from getting to the 
polls on election day. Academy members may wish to present 
the proposal for a "medical holiday" before their county 
societies this fall. 


> Medicine's big fight in the 83rd Congress will center 
around proposals to preserve social security rights of the 
hysically disabled. This was made certain by the compromise 
hich Senate—House conferees inserted in H.R. 7800 before 
sending the bill for increasing social security payments to 
the President for signature after adjournment. 


The controversial Section 3, allowing the SSAdministrator 
designate physicians to conduct physical examinations and 
to order treatment of beneficiaries, was deleted by the Sen-— 
ate Finance Committee. But, as predicted here last month, a 
owerful fight to restore it developed in the conference. 


The compromise places responsibility for medical features 
in the states, postpones operation of the section until July 
1953, and requires hearings before expiration of the 
section one day earlier. 


> Enthusiastic acclaim was accorded the educational film of 

the Academy's Atlantic City Aevcnles when national officers 

and local medical leaders were guests of Wyeth, Incorporated 
for a premiere showing in Saint Louis on June 21. Local and 

State groups can obtain prints of this excellent vepenaaeteted 
film and teaching aid by writing headquarters. 
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A post-assembly tour to Mexico City has been assured for 
1953 following conferences with Dr. Alfonso Millan, Presi- 
dent of the Confederacion Medico de Mexico. The Ex Executive 
Committee has authorized a registration fee of $25 for vis- 
iting physicians who wish to attend the one-day clinical 
meeting to be held in Mexico's capital on April 1, 1953. 
Papers will be printed in Spanish and English in the meeting 
program. Several hundred Academy members are expected to 
leave Saint Louis by special train and plane following the 
close of the assembly on March 27 for the Mexico meeting ... 


E] ifty per cent of 
their members in the group insurance plan offered by 
Continental and thus made the policy available to members 
who applied during the enrollment period without evidence 
of insurability ... 


Dr. Charles L. Farrell, a member of the Academy's Commis- 
sion on Legislation and Public Policy, is scheduled to as- 
sume the presidency of | the Association of American Physi- 
and at its ts annual meeting | in Denver October 

to 
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Trademark 


Weal for daytime use 


» When patients need a cushion against the 
anxieties of the day, SEDAMYL” provides gentle. 


SUPPLIEG: low-level sédation, without recourse to barbiturates. 
Tablets containing 036 
Gm. (4 gr), of 


bottles of 00 and 1000's 


SEDAMYL quickly overcomes anxiety and 
nervousness without causing drow”. ‘ness or impairing 
perception. Under its subtle yet distinct 


Professional literats 
and. samples are availabh 
OR your req 


influence, the patient simply feels he is having 
One his good’ days . and is thus enabled to 
carry on his usual activities. with poise and efliciency . 


Bbaugh. Ga: Postgrad, Med. 4: 208, 1948 
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SIMILAC Liquid ; 1S produced 
under labor Oratory ¢ 
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MANUFACTURE 
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1 part water 
1 part SIMILAC Liquid 

4 

Many wo 


M & R LABORATORIES 
Columbus 16, Ohio 
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Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, Ohio; 
Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Washington, D. C.; 
Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake City, 
Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; George T. 
Pack, M.D., New York, N. Y.; Dr. Edith H. Quimby, New 
York, N. Y.; I. Snapper, M.D., New York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San Fran- 
cisco, Calif.; R. Glenn Spurling, M.D., Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., Saint 
Louis, Mo.; J. P. Greenhill, M.D., Chicago, Ill.; Thad- 
deus L. Montgomery, M.D., Philadelphia, Pa.; Emil 
Novak, M.D., Baltimore, Md.; Ernest W. Page, M.D., San 
Francisco, Calif.; Richard W. Te Linde, M.D., Baltimore, 
Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 

Oral and Plastic Surgery: James Barrett Brown, M.D., Saint 
Louis, Mo.; Paul W. Greeley, M.D., Chicago, Ill.; V. H. 
Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, IIl.; 
Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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Vomiting, eczema, colie, 


Almost immediate relief by 
eliminating milk and switehe 
ing to Mull-Soy = 


Make Mull-Soy your first choice when establishing a hypoallergenic diet. Here is high 
content of unsaturated fatty acids, also essential nutritional requirements. of protein, 
fat, carbohydrate and minerals. Mull-Soy contains no animal protein. 


*Clein, Norman W.. Cow's Milk Allergy in Infants, Ann. Allergy 9:195 — 1951 


i EASY — To prescribe 
aa —To take —To digest 
a liquid, homogenized, vacuum packed 


food for all patients allergic to milk 
The Borden Company, Prescription Products Division, 750 Madison Ave, N. Y. p> 
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Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; Katharine 
Dodd, M.D., Cincinnati, Ohio; Archibald L. Hoyne, 
M.D., Chicago, Ill. ; Irvine McQuarrie, M.D., Minneapolis, 
Minn.; James L. Wilson, M.D., Ann Arbor, Mich, 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, M.D., 
Indianapolis, Ind.; Charles E. Dutchess, M.D., New York, 


Physical Medicine and Rehabilitation: Frank H. Krusen, M.D., 
Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen Cattell, 
M.D., New York, N. Y.: J. H. Comroe, Jr., M.D., Phila- 
delphia, Pa.; Martin Fischer, M.D., Cincinnati, Ohio; 
Harry Gold, M.D., New York, N. Y.; John C. Krantz, 
Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. Beel- 
man, M.D., Washington, D. C.; John E. Gordon, M.D., 
Boston, Mass.; Edward G. McGavran, M.D., Chapel Hill, 
N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; D. E. 
Waggoner, M.P.H., Topeka, Kan. 


neu dosage form 


for the bag 


Psychiatry and Neurology: Bernard J. Alpers, M.D., Phila- 
delphia, Pa.; Charles D. Aring, M.D., Cincinnati, Ohio; 
William C. Menninger, M.D., Topeka, Kan.; Herbert S, 
Ripley, M.D., Seattle, Wash.; Edward A. Strecker, M.D., 
Philadelphia, Pa.; Harold Wolff, M.D., New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; Ross 
Golden, M.D., New York, N. Y.; Leo G. Rigler, M.D., 


Minneapolis, Minn.; Paul C. Swenson, M.D., Philadel- 
phia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson Brown, 
M.D., Washington, D. C.; W. Paul Holbrook, M.D., 
Tucson, Ariz.; John H. Talbott, M.D., Buffalo, N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New Orleans, 
La.; William A. Sodeman, M.D., New Orleans, La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., Cleve- 
land, Ohio; Hobart A. Reimann, M.D., Philadelphia, Pa. 


_ 


Dilaudid sulfate 


10 cc. Multiple Dose Vial 


Each cc. contains 2 mg. (1/32 gr.) dihydromorphinone 
(Dilaudid) sulfate in sterile solution—convenient and ready 


for instant use. 


Dilaudid—a powerful analgesic—dose, 1 /32 grain to 1/20 grain. 
a potent cough sedative—dose, 1/128 grain to 1/64 grain. 
an opiate, may be habit forming. 


* Dilaudid is subject to Federal narcotic regulations. 
* Dilaudid’, E. Bilhuber, Inc. 


BILHUBER-KNOLL CORP. 
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Always, pus 
pear in the urine 


. . temperature—“‘spiking” 
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look for clumps of white cells 
| commonest in th Sy ia in catheterized specimens 
Culture determines pathoge 
Mixed infection not uncommon. 


in 8 out of 10 children, try the McKnight punch, or 


colon bacillus invades 


in children, 75% have congenital mal- 
formation . . . others may have calcu- 
lus, foreign body, neoplasm, ureteral 
spasm. 


in the young child . . . achill... 
: 
0,2, 
palpation in C-V angle 
\ 
suggestive of an acute abdomen 


INFECTIONS 


Many urinary tract infections 
as well as other infections 
rapidly respond to therapy 
with this well-tolerated 


broad-spectrum antibiotic 


Available in a wide variety of convenient dosage forms. 


world’s largest producer of antibiotics 


ANTIBIOTIC DIVISION, CHAS. PFIZER & CO., INC., BROOKLYN 6, N. Y. 
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In dermatophytosis 


Wipeth Incorporated, Philadelphia 2, Pa. 
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Chis Month’s Authors 


Samuel Behrman, M.B., 


was instructor and lecturer in obstetrics and gynecology, and part-time lecturer in the School 
of Public Health at the University of Michigan, Ann Arbor, from July 1950 until June of this 
year. A native of South Africa, he received his M.B. and Ch.B. degrees from the University of 
Cape Town in 1944, and his M.Sc. from the University of Michigan in 1949. A member of the 
Royal College of Obstetrics and Gynaecology, London, England, Dr. Behrman was a resident 
in obstetrics and gynecology at the Royal Maternity Hospital, Belfast, Ireland, and did post- 
graduate work in these fields at the School of Obstetrics and Gynaecology, London. 


Irving B. Brick, M.D., 


is assistant professor of medicine at Georgetown University School of Medicine, Washington, 
D.C., and chief of the Gastroenterology Clinic at Georgetown University Hospital. Dr. Brick, 
who is a consultant in gastroenterology at the Walter Reed Army Hospital, Washington, 
D.C., received his medical degree from George Washington University School of Medicine, 
Washington, D.C. He has been certified by the American Board of Internal Medicine and in 
the subspecialty of Gastroenterology. He is a member of the Association for Study of Liver 
Disease, the American Federation of Clinical Research, and the American College of Phy- 
sicians. 


J. E. Estes, M.D., 


who was graduated from the University of Illinois College of Medicine, Chicago, Illinois, served 
an internship at Mount Carmel Mercy Hospital, Detroit, Michigan, from January to October 
of 1944. In this same year, he was a fellow in the Mayo Foundation, Rochester, Minnesota, 
and has been a member of the consulting staff of the Mayo Clinic since 1948. Since July of 
1948, he has served as an instructor in medicine at the University of Minnesota, Minneapolis, 
Minnesota. Dr. Estes is a diplomate of the American Board of Internal Medicine and an asso- 
ciate of the American College of Physicians. 


J. P. Price, M.D., 


is engaged in the practice of pediatrics in Florence, South Carolina. He is medical director of 
the South Carolina Home for Crippled Children, and pediatrician to the McLeod Infirmary, 
both in Florence. Dr. Price, who is editor of the Journal of the South Carolina Medical Associa- 
tion, serves as dean of the Southern Pediatric Seminar, Saluda, North Carolina. He received 
his medical degree from Johns Hopkins University School of Medicine, Baltimore, Maryland, 
was licensed by the American Board of Pediatrics, and is a fellow of the American Academy 
of Pediatrics. 


George L. Waldbott, M.D., 


a graduate of the University of Heidelberg, Baden, Germany, practices internal medicine in 
Detroit, Michigan. In 1924, he founded the allergy clinic at Children’s Hospital, Detroit, and 
later established similar clinics at Grace and Harper hospitals. Dr. Waldbott, the author of 
Contact Dermatitis, published this year, has written more than eighty papers on clinical aspects 
of allergy. Certified by the American Board of Internal Medicine, he holds membership in 
the American Academy of Allergy, the American College of Physicians, and the American 
College of Allergists. Dr. Waldbott is a stamp collecting enthusiast. 
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itch-scratch reflex” 
for 6 to 8 hours 


The prompt, prolonged and effective 
action of the new antipruritic, Eurax, 
has been authoritatively reported in lead- 
ing dermatologic journals.1* 


Eurax affords “complete relief” in two 
out of every three cases and “consider- 
able relief” in the majority of the remain- 
der.' Not an antihistaminic, not a -caine 
derivative . . . Eurax is virtually nonsen- 
sitizing and nontoxic,}~* and, importantly, 

yp does not lose its effectiveness after con- 

tinued use.” 


In addition to its nonspecific anti- 
pruritic properties, EURAX is a potent 
scabicide.*"! Only 1-2 applications pro- 
duce cure rates ranging up to 100 per 
cent with the added advantage that the 
bacteriostatic properties of Eurax effec- 
tively control secondary coccal infections. 


EURAX... the new long-lasting antipruritic 


Eurax (brand of crotamiton) contains N-ethyl-o-crotonotoluide* 
in a 10 per cent concentration in a vanishing cream base. 


Tubes of 20 Gm. and 60 Gm. and jars of 1 lb. 


bibliography: (1) Couperus, M.: J. Invest. Dermat. 13:35, 1949. (2) Peck, S. M., and 
Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 

(3) Soifer, A. A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. (4) Johnson, 
S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 1951. 

(5) Hitch, J. M.: Clinical Appraisal of a New Antipruritic 
(N-ethyl-o-crotonotoluide), to be published. (6) Tobias, N.: G. P. 4:43, 
1951. (7) D joz, R.: Schweiz. med. Wehnschr. 76:1210, 1946. 

(8) Patterson, R. L.: South. M. J. 43:449, 1950. (9) Pierce, H. E., Jr.: 

J. Nat. M. A, 43:107, 1951. (10) Hand, E. A.: J. Michigan M. Soc. 

49 :1286, 1956. (11) Tronstein, A. J.: Ohio State M. J. 45:889, 1949. 


*U.S. Pat. $2,505,681 E-43 
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A vagal blocking agent 
for peptic ulcer 

with LOW incidence 

of SIDE EFFECTS 


5 


\/ 


PRANTAL” methylsulfate (diphen- 


methanil methylsulfate) is an 


effective anticholinergic agent 


for treatment of peptic ulcer. 


Pain, pyrosis, nausea, and other 


symptoms of this syndrome are ah. 3 
rapidly relieved. Troublesome 
side effects seldom occur. oe 


*T.M. Tablets 100 mg. q. 6 h. 


CORPORATION 


BLOOMFIELD, N. J: 
In Canada: Schering Corporation, Ltd., Montreal, Que. 
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everyone 
loves a 
fat man 


except 


vital 
statistics 


heart disease 42% 


cerebral hemorrhage 59% 


nephritis 91% 
diabetes 283% 


cirrhosis 149% 


appendicitis 123% 


gallstones 106% 


> Percentage figures apply to overweight men 
and indicate increased mortality above that 
expected on the basis of standard experience. 
(Stat. Bull. Met. Life Ins. Co. 32:10:1, 1951) 


When weight control is a consideration, think 
of Cycotin — for double-acting control of normal 
hunger. Cycotin is distinguished for its: 


High content of the satiating non-nutritional bulk 
of hydrophilic methylcellulose (500 mg. per tablet) 
for physiological reduction of appetite, and 


Low dosage of d-amphetamine phosphate (2.5 mg. per tablet) 
for psychologic elevation of mood. 


Reed & Carn rick a trusted name since 1860 
Jersey City 6, N. J., Toronto, Ont. 


Dosage: 
Two tablets with water 
three times daily before meals. 
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Yours Cruly.. . 


LETTERS FROM OUR READERS 


The Unknown Quantity 


Dear Sir: 

I know we both, from a publishing standpoint, recognize 
the attractiveness of the name GP, but apparently it is caus- 
ing some confusion in the rest of the world, as well as Amer- 
ica. A recent letter from a physician in Frankfurt, Germany, 
commenting on a review we carried on a GP article about 
antibiotics, states: ‘This paper has been published in a 
journal cited as GP, an abbreviation which is unknown 
here.” 

I hate to think of all the ‘‘Geriatrics”’ and “Gastros” this 
man must have gone through before he gave up and wrote 
to me. BERNARD ZERBE 

Managing Editor 
Journal of the American 
Pharmaceutical Association 


To Editor Zerbe, our appreciation for his continued interest 
in our magazine. To Dr. Vonderbank of Frankfurt, a copy of 
GP, as evidence that our initials constitute a name, not an ab- 
breviation—plus an explanation that in America the letters GP 
have a special significance which makes us proud to carry them, 
like a banner, on our cover.—PUBLISHER 


Sweet Mystery 
Dear Sir: 


Permit me to make the following comment on a statement 
made by Dr. Crossen in his article, ‘'Common Gynecologic 
Problems,” in the May issue of GP. 

It was certainly interesting for me to note in Dr. Crossen’s 
article that “the pelvic organs are the seat of the most com- 
pelling of human emotions—love.” Once upon a time the 
liver was incriminated. We are certainly coming down. 

Paut G. Fuerstner, M.D. 
San Francisco, California 


A Pleasant Reminder 


Dear Sir: 

Imagine my surprise and gratification at receiving so gen- 
erous a check from your excellent organization. Actually, I 
had forgotten all about the financial consideration here. I 
wish to congratulate you, not only on the pleasant feeling 
which this engenders, but on your ability to publish a journal 
which is not only handsome, effective, and impressive, but 
which seems to run on better than an even keel financially. 
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From my own seat in medical journalism, I can regard this 
as a magnificent accomplishment—knowingly. 
I have already had some rather pleasant reactions to my 
diatribe. It’s fun. 
Goopricu C. Scuaurrier, M.D. 
Portland, Oregon 


We hope the reactions to Author Schauffler’s “diatribe” gave 


him as much fun as his gracious accolade gives us—PUBLISHER 


Packaged—1 Pneumonia 


Dear Sir: 

One of the problems faced by the scientific mind is the 
reduction of all things to the smallest possible units. Con- 
versely, the problems of an art are those of scope and breadth 
of view. In these statements there is implied a fundamental 
conflict in the practice of medicine. 

As we look at it now, the irreducible unit of practice is a 
single disease. In the past, this unit has been only the acute 
phase of the disease in question, but the science of pre- 
ventive medicine has done much to broaden the viewpoint 
of the practitioner in his perspective of individual disease. 
Be this as it may, the disease is still looked upon as the 
smallest unit of medical practice. This concept is wrong. 

By the simplest of reasoning, one can prove that the in- 
dividual person is the smallest unit of practice and that the 
disease or state of health is an integral part of that person. 
The physician who would be a true doctor must reflect upon 
this fact. 

It is entirely possible to support with excellent argument 
the statement that, under our present sociologic system, the 
family must become the unit for basic consideration as medi- 
cine develops. 

These thoughts, I believe, represent the application of the 
principles of artistry to medicine. Mechanistic physicians 
have been tried extensively in the past two generations and 
have been found wanting. A true doctor must be one who 
assuages grief and combats worry as well as one who kills 
microbes. 

This is in no way to be interpreted as decrying medical 
science. In the past fifty years, the application of medical 
science has lengthened the span of human life and made 
tolerable some forms of death. But, upon frequent occasion, 
the relation between the medical scientist and the public 
has been one of exasperated intolerance. 

If we accept the fact that the individual is the irreducible 

(Continued on page 23) 
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TREATMENT 


ECZEMATOID DERMATITIS 


AFTER 10 DAYS’ 
TREATMENT 
WITH 
VIOFORM 


Despite the diagnostic complexities of 
the many forms of eczema—acute, 
subacute, chronic, infectious, etc., treatment 

with Vioform Cream or Vioform Ointment 

is uniformly simple, convenient, and, 

above all, consistently effective. Vioform® 

(brand of iodochlorhydroxyquinoline) 

has been termed “one of the best antieczematous, 
mildly soothing . . . remedies.’’* 

Issued: Vioform Cream 3% and Vioform 
Ointment 3%, 50-Gm. tubes, 1-lb. jars. 

Ciba Pharmaceutical Products, Inc. 

Summit, N. J. 


*Sulzberger, Marion B., and Wolf, J.: Dermatologic 
Therapy in General Practice, ed. 3, Chicago, 
Year Book Publishers, Inc., 1948, p. 107. 
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(Continued from page 21) 


unit of practice, then we must admit, too, that more atten- 
tion should be paid the person while, if possible, no less 
intelligence should be applied to the disease. Will you bear 
with a ridiculous example? A patient with pneumonia can- 
not wrap his disease up and send it to the shop as he might 
his adding machine or typewriter. Of necessity, he must 
deliver the pneumonia in its original package and to make 
matters difficult, the package cannot be removed while the 
work is done. This brief note is but a plea for consideration 
of the package and contents in toto. 

Paut Wiutamson, M.D. 
University of Tennessee 
Memphis, Tennessee 


A Happy Medium 


Dear Sir: 
May I sincerely compliment GP on the article by Merrill, 
J. P.: Body Fluids and Electrolyte Balance, GP, 5:41—48 
(May) 1952. 
This article presents an extremely difficult subject with 
complete clarity and surprising brevity in view of the mate- 
rial covered. I have read numerous articles on the subject 
of electrolytes in a variety of journals. Most articles on this 
subject seem to fall into one of two classes: They are either 
exceedingly detailed and complex, or they represent over- 
simplification. This article has neither fault. 
I hope that every reader of GP will read and re-read this 
masterly piece. 
W. D. Snivety, Jr., M.D. 
Medical Director 

Mead Johnson & Company 

Evansville, Indiana 


Mixed Feelings 


Dear Sir: 

I read the article by Richard C. Miller, M.D., appearing 
in the June issue of GP entitled “General Practice by Ap- 
pointment” with the mixed feelings of surprise and ap- 
proval: approval since I feel wholeheartedly that this is the 
only efficient and practical way by which an office can be 
managed; surprised because I have used the appointment 
method for twenty years, and because practically all of my 
general practice friends in this area have been using the 
same system for at least that length of time. 

I almost felt that this article by Dr. Miller would have 
had as much originality and value to its readers as an article 
introducing penicillin in the treatment of a streptococcus 
sore throat. Perhaps this criticism is much too harsh and 
stinging, and it may be that there are many general prac- 
titioners in the United States who are not aware that con- 
ducting an office should be on a modern business basis, 
both for his own protection and for the protection of his pa- 
tients. A waiting room with a crowd of patients “awaiting 
their turn” for two to three hours is not conducive to good 
medical public relations. A nurse distraught by not knowing 
what type of set-up to have ready for a given case with the 
resultant loss of time neither is a happy nor efficient assist- 


(Continued on page 25) 
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Whoie-powdered veratrum viride. .40 Unit 
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A safe, two-fold lift for thé @nvatescent\ the aged, and the patient 
with psychic fatigue—in par 4 e Eli: Gerone. 


of foice 
... more potent!» and less . . . plus 
vitamin supplementation, to combat nuygtional 
inadequacy. Each teaspoonful 6/c¢.) of/Gerone 
contains: dextro-amphetaym are, .O mg.; 
idOtinamide, 
rdoxine hydro- 
chloride 0.5 mg.; calcium pantothenate, 1.0 mg. ies 


Two-fold because Gerone provides j tro- 
amphetamine sulfate, the antidepreg HA | 


thiamine hydrochloride, 


10.0 mg.; riboflavin, 0.5 mg.} 


Usual Dosage: One or two teaspoonfuls (5-10 cc. 
three times daily immediately after meals. 


Clinical Samples available on request. 


. Myersen, A: J. Nerv. and Ment. Dis. 105:598 
(June) 19-47. 

. Barnett, S. E.: Eye, Ear, Nose and Throat 
Monthly 29:19 (January) 1950. 

Schulte, J. W.: Reif, E. C.; Bacher, J. A. Jr.; 
Lawrence, W. S., and Tainter, M. D.: J. Pharma- 
col. and Exper. Therap. 7/:62-74 (Jan.) 1941. 
Loofbourow, D., and Palmer, R. S.: M. Clin. 
North America 33:1269 (September) 1949. 

. Gelvin, E. P.: and McGavack, T. H.: New York 
State J. Med. 49:279 (Feb. 1) 1949. 


An antidepressant with essential B vitamins 


*Trademark 


ALSO AVAILABLE 
AS CONVENIENT 
GERONE TABLETS 


PITMAN-MOORE COMPANY 
PHARMACEUTICAL AND BIOLOGICAL CHEMISTS 
Division of Allied Laboratories, Inc. 
INDIANAPOLIS 6, INDIANA 
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ant. We find we have a reasonable amount of time to take 
care of emergencies between our regular appointment sched- 
ule, which is designed not to be so “tight” as to forbid any 
leeway. Emergency trays for suturing and the like are set 
up in sterile condition and ready for use. 

It is important for us to have some rest periods as well as 
a chance for essential medical reading. A midweek and Sat- 
urday afternoon off with arrangements to have a colleague 
in the vicinity cover for any emergencies, and an emergency 
telephone exchange or other arrangement for emergency 
check-in number will allow this time. I feel that a decent 
vacation is most necessary (I take at least a month). The 
practice can be covered by two or three colleagues in the 
vicinity while on your vacation. A similar arrangement can 
be made for postgraduate work and for attendance at con- 
ventions. A harassed, tired doctor cannot give his patients 
adequate medical care. 

Might I suggest to Dr. Miller and to any others among 
your readers who might still be practicing medicine with 
business and social methods of a generation ago, that they 
read the most excellent monograph, “The Doctor” by our 
past president, Stanley R. Truman, M.D. In that little book 
he will find how the leading general practitioners in the 
country are practicing medicine in an up-to-date fashion, 
more efficiently, and with much better medical public rela- 
tions. It is my good fortune to know Dr. Truman personally, 
and I can attest to the fact that his writing is not just theo- 
retical, but the practice that he and his associate have, 
which is based on the principles in this book, is a most suc- 
cessful one in every way, having the respect of not only gen- 
eral practitioners in the entire community but of specialists 
in every field as well. 

A. B. Carson, M.D. 
Oakland, California 


Thanks to Dr. Carson for his astute letter and cogent sug- 
gestions. Dr. Truman’s monumental monograph was reviewed 
in GP, August 1951,—PUuBLISHER 


For Students Only 


Dear Sir: 

I am a senior student at the University of Kansas Medical 
School. May I suggest that GP become available to medical 
students at special rates? Many in my class are interested 
in general practice but, as is commonly known, are notori- 
ously poor. GP would certainly be a good investment at, say, 
$5.00 per year. Great availability of this journal would un- 
doubtedly also increase interest in general practice among 
medical students, and would also further orient them about 
general practice. 

Gupert N. Casapy 
Smithville, Missouri 


Several hundred medical students have already found GP 
a quick and convenient place to find articles reviewing impor- 
tant basic subjects about which they are studying. An increasing 
number are turning to it for information about the kind of 
practice they will follow when they finish training. We were 
pleased to advise Student Casady that the subscription rate for 
medical students is one-half the regular rate, or $5.00.— 
PUBLISHER 
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“t clean the poisons out every day,” he 
says—but he doesn’t realize he is whip- 
ping a tired, irritated bowel. 


Put this character on a treatment of Turicum. 
Explain to him it is not a one-shot cathartic 
but a restorative treatment that should be 
kept up for several days to help the bowel 
back to normal reflex peristalsis. 


TURICUM 


lubricoid action without oil 


It is pleasant and easy to take. 


WHITTIER LABORATORIES 
CHICAGO 11, ILLINOIS 


A DIVISION OF NUTRITION RESEARCH LABORATORIES, INC. 
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CLINICIANS SAY... 


“Best yet for control of 
hay-fever symptoms.” 


A majority of investigating clinicians preferred ‘Co- 
Pyronil’ (Pyrrobutamine Compound, Lilly) to any 
other antihistaminic. This record was achieved during 
the 1951 season, when ragweed pollen counts soared 
to their highest point in the antihistamine era. Four 
outstanding advantages—quicker onset, better con- 
trol of symptoms, longer-lasting relief, and fewer side- 
effects—were repeatedly noted. Also, patients liked 
the convenience of fewer doses—usually only one or 
two capsules morning and night. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 


(Thenylpyramine, Lilly) 
‘“Clopane Hydrochloride’ 
(Cyclopentamine Hydro- 


PULVULES 


(PYRROBUTAMINE COMPOUND, LILLY) 
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Editorials 


Hostility Breeds Hostility 


Dr. Evarts GranaM is president of the American 
College of Surgeons. When he speaks he should 
express the opinion of the American College of 
Surgeons and stick to facts. When he told the 
President’s Commission on the Health Needs of the 
Nation that general practitioners should not be 
permitted to do surgery, he was not expressing the 
opinion of the American College of Surgeons, nor 
stating facts, but expressing his own biased and 
provincial opinions. 

The official published opinion of the American 
College of Surgeons is that doctors should be well 
trained, and that they must have the moral stamina 
to keep themselves within their limitations of skill, 
training, and knowledge. The great, great majority 
of doctors in this country lean way over backwards 
to stay within their limitations. 

We recognize the fact that a certain number of 
general practitioners do step beyond their training 
and skill. Anyone who says that only general 
practitioners step beyond their skill and training 
is naive, foolish, or dishonest. 

We recognize that surgical practice in this coun- 
try is not perfect. Americans enjoy the finest surgi- 
cal practice in the world. This is not a reason for 
complacency. We have dedicated ourselves to the 
never-ending prospect of continuously raising the 
quality of medical care delivered to the American 
people. Some of the correctable defects in our present 
practices lie on the heads of us general practitioners 
and we must be untiring in our efforts to make cor- 
rections. But many more correctable defects lie on 
the shoulders of our surgeon colleagues of whom 
Dr. Graham is supposed to be a leader. 

No teacher should be tolerated who teaches hos- 
tility to some group, whether specialists, surgeons, 
or general practitioners. Of course, Dr. Graham has 
seen the results of sadism, greed, and incompetence 
in the work of general practitioners, but I wager we 
general practitioners see just as large a percentage 
of the results of sadism, greed, narrowness of field, 
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and the ready knife in the work of surgeon 
specialists. 

When Dr. Graham recommends that no general 
practitioner be permitted to do surgery, he recom- 
mends an impossible, undesirable, and a punitive 
thing. To limit the field of usefulness of the great 
bulk of capable, sincere, hard-working general prac- 
titioners for the defects of a few, does not offer a 
realistic solution to the problem of the incompetent. 
All it does is sweep the dirt under the rug! 

Instead of this expression of overt hostility to 
general practitioners, it would be more productive 
if Dr. Graham offered to join with us in our efforts 
to stamp out incompetence, to increase knowledge 
and skill, to raise standards, goals, and ideals. Dr. 
Graham’s present hostile approach to general prac- 
titioners will lead only to hostility and aggression 
on the part of general practitioners. This, we can 
assure Dr. Graham, will help defeat his real aims 
and our real aims. 


Oh, Oscar—What You Said! 


Jusr in case you missed it in the public press, we 
think you ought to know that you have the affection 
and deepest sympathy of F. S. Administrator, Oscar 
Ewing. Or, at least, we think you do. Speaking be- 
fore the New Jersey State Federation of Labor a few 
weeks ago, tender-hearted Oscar disclosed that: 
“The noble profession of medicine was traduced 
and the reputation of the physician became a dish 
rag of politics. The honest, decent medical practi- 
tioners were compelled under threat of expulsion 
to contribute $2,000,000 to a smear campaign .. . I 
doubt if the medical anarchy will be able to tax its 
members anew for another campaign against the 
health of the people. The honest, sincere, lovable 
practitioners do not wish to see their names be- 
fouled by the hucksters of Hippocrates . . .” 

The first obvious inference to be drawn from the 
above literary gem is that, if the medical profession 
found it necessary to function as a dish rag, then 
there must have been some dirty dishes that needed 


? 
7 
27 


cleaning. But beyond that, we are a little confused. 
Oscar didn’t make it entirely clear which of you are 
**sincere, lovable practitioners,” or to whom he was 
fixing the tag of “hucksters of Hippocrates.” One 
assumes his animadversion was directed toward the 
American Medical Association. But you (and your 
130,000 colleagues) are the A.M.A. But while you 
will recognize a relationship with the venerated 
Greek, you may find it difficult to classify yourself 
as a “huckster.” 

Our Freudian associates advise us that dirty- 
name calling acts as a release from frustration and a 
sense of immaturity. So if it does Oscar any good, 
we wouldn’t deny him its psychologic benefits. But 
we do wish, if he must call names, that he’d be a 
little more specific as to whom he’s calling what. 


The Magnuson Controversy 


AT THE June meeting of the American Medical 
Association, the House of Delegates was aroused 
from its usual first-day doldrums by an unexpected 
furor about the President’s Commission on the 
Health Needs of the Nation. In his opening speech 
to the House, Dr. John Cline had branded the 
Commission as “politically inspired”—‘‘an organi- 
zation whose principal accomplishment would be 
to survey all pre-existing surveys to decide if addi- 
tional surveys were needed.” 

Dr. Cline’s printed speech contained no refer- 
ence to Commission Chairman Paul Magnuson; 
but Cline ad libbed that the Chairman has been 
bitterly critical of the A.M.A., has called it a politi- 
cal group not to be pleased. He concluded his 
extemporaneous remarks about Magnuson with, 
“Upon what meat doth this our Caesar feed that 
he has grown so great?” 

On the heels of these remarks, Dr. Warren 
Furey, a delegate from Illinois, moved that the 
House of Delegates resolve into a Committee of the 
Whole to consider a resolution regarding the Presi- 
dent’s Commission. Before the half-awake House 
knew what was happening, they had passed Dr. 
Furey’s motion and were listening to his resolution 
—a strong denunciation of the Commission and 
its chairman. 

The highlight of the debate that followed was 
a speech by Dr. Russell Lee (Delegate, Section on 
Military Medicine, and member of the President’s 
Commission). He pleaded eloquently for tolerance 
and restraint in consideration of the Commission 
and its membership. He flatly called the A.M.A. 
a political organization, was undismayed by the 


scattering of “Noes” that greeted his statement. He 
cendemned the resolution as a vote of censure—a 
prejudgment of Dr. Magnuson. Soon afterward a 
vote to table the resolution was passed, and the 
House slipped back to the quiet of first-day routine. 

On a parliamentary technicality the resolution 
was reintroduced that same afternoon, but was 
quickly shunted to the House Reference Committee 
on Legislation and Public Relations. After listen- 
ing to debate and testimony (including Dr. Mag- 
nuson’s), the committee had three choices: 

Endorsing the resolution, thereby supporting 
the stand of A.M.A. President Cline; condemning 
the resolution, thereby supporting Paul Magnuson 
but repudiating A.M.A. leaders; or offering some 
kind of substitute. 

They chose the last and submitted a report which 
seemingly endorsed Dr. Cline’s contention that 
the President’s Commission ‘twas formed as a mat- 
ter of political expediency,” credited Dr. Paul 
Magnuson with “‘a public service to his country,” 
and mildly criticized those who would attempt to 
prejudge the President’s Commission before its 
final report is available for study. 

The resolution strongly denounced the attitude 
some members of the medical profession display 
(Magnuson included by inference) when they “seek 
to distinguish between the Board of Trustees and 
officers of the American Medical Association and the 
Association itself. It ended with a kind of blanket 
approval of “the conduct of the officers and the 
Board of Trustees (of the A.M.A.) regarding the 
President’s Commission.” 

An interesting sidelight to the whole discussion 
was the question of just who is being held in a 
state of captivity by public relations people. The 
original Furey resolution leveled this charge 
against Dr. Magnuson. He in turn expressed his 
“personal opinion that [A.M.A. leaders] have some 
danger of becoming prisoners of [their] public rela- 
tions force.”” In this exchange Dr. Magnuson was 
the loser when it was shown that his Commission 
publicity department had announced that a pre- 
liminary report of Commission findings would be 
published this fall. He had previously denied that 
the Commission would issue any report except its 
final one. 

A final impression of the whole controversy: 
Although the A.M.A. and Dr. Paul Magnuson join 
in condemning socialized medicine, they are poles 
apart in their interpretation of President Truman’s 
motives in creating the Commission on the Health 
Needs of the Nation. 
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Antibiotic-Resistant Staphylococci 


TueERE is good reason for alarm about the increas- 
ing prevalence of infections due to penicillin-re- 
sistant staphylococci. The incidence of such infec- 
tions is currently estimated to be between 50 and 70 
per cent of all staphylococcic infections studied in 
hospitals in the United States and in England. Nor 
is the problem related solely to resistance of the 
organisms to penicillin. There are a number of re- 
ports of isolated instances in which staphylococci 
were resistant to other antibiotics as well, including 
streptomycin, aureomycin, and terramycin. In this 
regard the last-named drug was given special men- 
tion, in an earlier editorial in GP. There it was 
pointed out that, in an experience at the Boston 
City Hospital, treatment of pneumonias with terra- 
mycin seemed actually to favor the development 
of superimposed Staphylococcus aureus infections. 
In addition, during recent years, the relative in- 
cidence of serious staphylococcic infections has 
risen, while that of streptococcic infections has 
correspondingly declined. 

These facts emphasize the great importance of 
good bacteriologic investigations as a prelude to 
antibiotic therapy for severe infections. When a 
causative organism is identified, studies must be 
extended to include in vitro testing of the sensitivity 
of the bacteria to various antibiotics. At the same 
time, the limitations of such sensitivity tests must 
be remembered. This is especially true for staphy- 
lococcic infections. For example, let us suppose that 
penicillin treatment is started immediately after 
specimens of blood have been drawn for culture in 
a case of puerperal sepsis. By the time the infecting 
bacteria have been identified as Staphylococcus 
aureus, sensitivity tests using the original cultures 
may have little clinical significance, because this 
organism is notorious for the way it acquires re- 
sistance while being exposed to usual amounts of 
penicillin. Under these circumstances, the thera- 
peutic program is often guided more reliably by the 
patient’s clinical response than by the results of 
bacteriologic studies. In any event, where staphy- 
lococci are concerned, the physician must be ex- 
ceptionally alert for signs that he had better switch 
to another antibiotic. In addition, before treatment 
is started, if there is the slightest suspicion that 
an infection is caused by Staphylococcus aureus, 
there is good reason for selecting doses of penicillin 
which are larger than usual. When massive doses 
are used from the beginning, there is less tendency 
for staphylococci to become increasingly resistant 
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to the drug. Of course this does not help when the 
strain of organisms is highly resistant in the first 
place. 

When clinical or bacteriologic findings indicate 
the need for replacing penicillin with another anti- 
biotic, bacitracin should be kept in mind. This agent 
is remarkably effective against staphylococcic in- 
vaders, and the fear of the drug’s nephrotoxic effects 
is immediately overshadowed when the infection is 
a serious one. Moreover, Meleney and co-workers 
have recently reported in Surgery, Gynecology & 
Obstetrics that there is little risk of significant renal 
damage when the bacitracin presently available is 
administered parenterally in doses up to 100,000 
units a day. Since serious staphylococcic infections 
can often be controlled with 15,000 units four times 
a day, the margin of safety is considerable. 


Practical Uses of Tracheotomy 


TRACHEOTOMY is a time-honored method for relief 
of obstruction of the upper part of the air passages 
—obstruction due to such causes as diphtheria or 
laryngeal edema following operations on the mouth 
or throat. More recently tracheotomy has been gain- 
ing popularity for conditions causing “obstruction” 
in the bronchi. Generally speaking, it is indicated 
for any disorder in which there are excessive secre- 
tions in the tracheobronchial tree plus impairment 
of the natural mechanisms for expulsion of these 
secretions, especially weakness or absence of cough- 
ing. Under these circumstances, tracheotomy affords 
the most practical means for removal of obstructing 
secretions. Aspiration through a catheter inserted in 
the nose or mouth is time-consuming, cannot be 
done by untrained personnel, and is less effective. 

When it is anticipated that factors predisposing 
to obstruction of the lower part of the respiratory 
tract will prevail only briefly, other measures should 
be used in preference to tracheotomy. For example, 
in the usual postoperative case in which atelectasis 
develops or seems imminent, simpler measures 
usually suffice. Thus, the danger of low obstruction 
to the air passages usually subsides promptly with 
early withdrawal of sedatives and narcotics, en- 
couragement of cough and deep breathing, early 
ambulation, prophylactic administration of anti- 
biotics, and aspiration of secretions by means of a 
tracheal catheter or a bronchoscope. In addition, 
it is very helpful to use sodium iodide liberally, as 
recommended by Baker, Roettig, and Curtis last 
year in Annals of Surgery. These authors promote 
liquefaction of tracheobronchial secretions by ad- 


ministering 1 Gm. of this drug intravenously every 
twelve hours during the first three or four post- 
operative days. 

On the other hand, when it is believed that 
factors creating low obstruction are likely to persist 
for some time, tracheotomy may be more efficient 
treatment. This does not mean that other measures 
should not be tried first. It does mean that they 
should be promptly supplemented with trache- 
otomy when it is apparent that the patient is in for 
a long siege with low obstruction of his airway. 
This policy applies not only in debilitated, seri- 
ously ill postoperative patients, but in a number of 
medical disorders as well. Indeed, in nonsurgical 
diseases, the physician can often decide earlier that 
nothing less than tracheotomy will suffice and that 
delay is futile and dangerous. Certainly this is true 
in severe tetanus, in bulbar poliomyelitis, and in 
certain causes for profound coma (barbiturate 
poisoning, subarachnoid hemorrhage). 

The objection has been expressed that trache- 
otomy impairs the expulsive power of a cough. 
Whether or not this is true, it is surely irrelevant. 
The operation is recommended for those patients 
who cannot cough effectively if at all. Those who 
have used the operation soon acquire the attitude 
that it is not a special treatment for specific diseases. 
Rather it is a practical method for correcting certain 
disturbances of ventilation, regardless of cause. As 
such it must be used early—before cerebral dam- 
age from anoxemia, and pulmonary involvement 
by atelectasis-pneumonia are irreversible. 


We Like Specialists 


Is rHE American Academy of General Practice op- 
posed to specialization? Of course not, but some 
specialists occasionally seem to think we are. An 
example of such confusion was apparent in the 
president’s address at the forty-fourth annual 
meeting of the American Society for Clinical In- 
vestigation. This speech is always an outstanding 
feature of the meeting, and President Wood lived 
up to tradition. But there was a discordant note 
when he implied that the American Academy of 
General Practice is opposed to specialization. 

We actually favor specialization. We thought 
everyone knew that we like specialists. We agree 
entirely with Dr. Wood when he reasons that 
tremendous expansion of medical knowledge has 
created the need for specialization in medical prac- 
tice, education, and research; that specialization is 
here to stay. 


Of course we have some misgivings about certain 
aspects of specialization. We wonder sometimes if 
the methods for creating specialists have not be- 
come rather artificial—too cut and dried—too much 
like getting another degree at school. But this is 
really none of our business except as it affects the 
public interest and the quality of our consultants. 

Now let’s get this straight. President Wood said 
nothing against general practitioners or the Amer- 
ican Academy of General Practice. Although he 
may not fully understand us, we are sure he is not 
against us. But this is not true for all specialists. 
Some of them are quite intolerant. We believe that 
this is usually because they understand Academy 
motives even less well than Dr. Wood. Tolerance 
comes with understanding, and understanding will 
come with time. We are patient. 


Mitral Stenosis: Surgical Treatment 


IN YEARS past it did not make too much difference 
whether or not a physician was astute in diagnos- 
ing mitral stenosis. Of course accuracy in diagnosis 
always has carried advantages, but at least for this 
disease there was no worry that a curable lesion 
might be overlooked. At present, although we still 
cannot talk about curing mitral stenosis, surgical 
treatment can make a big improvement in a pa- 
tient’s comfort and productivity. A physician’s skill 
in detecting mitral stenosis is vital. He must be able 
to decide which patients need mitral valve surgery. 

It is generally agreed that there are only two 
absolute contraindications to the operation: bac- 
terial endocarditis and active rheumatic carditis. 
**Relative” contraindications include coexistence 
of other serious disease or presence of other valve 
lesions in serious degree. Auricular fibrillation is 
not a contraindication, although there is greater 
risk of provoking embolism during surgery. 

Even in the absence of contraindications, there 
is some controversy about the selection of patients 
for valve surgery. All investigators recommend the 
operation for patients who have definite trouble on 
account of mitral stenosis, providing that they are 
not in severe right-sided heart failure. This latter 
state is attended by a surgical death rate which is 
“prohibitive” in the eyes of some, and they em- 
phasize that patients who survive the operations 
are not likely to derive much benefit. Nevertheless, 
an occasional patient is helped greatly, and this 
occasional salvage seems to make any risk worth 
taking, especially when good medical treatment has 
previously been shown to offer little or no help. 
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In discussing this problem, Harken and associates, 
in the May issue of Circulation, make the nice 
point that its solution can best be accomplished 
by insuring that patients are referred for surgical 
treatment before they get this bad. 

There is also some debate about what to recom- 
mend for the patient whose mitral stenosis is 
causing no symptoms. It might be argued that 
valvulotomy is safest in this kind of case, and that 
the absence of symptoms gives no assurance that 
the patient will not soon develop them—sometimes 
rapidly and in severest form. However, this view- 
point is hard to accept when it is remembered that 
many adults with mitral stenosis live actively and 
usefully for years before they are handicapped by 
their heart disease. Early operations for these pa- 
tients would seem to constitute a needless risk. 

The difficulty of decision arises in large part from 
the fact that, in the absence of definite symptoms 
of pulmonary engorgement, there is no established 
method for estimating the degree of mitral steno- 


sis. Perhaps the test devised by Goldberg, Elisberg, 


Guest Editorial. . . 


ALTHOUGH psychosomatic medicine is not really a 
new idea, many misconceptions persist. “Psycholog- 
ic causes” does not mean that “it is all in the 
mind,” that something is wrong “mentally” or that 
the patient is “neurotic” or “unstable.” It only 
takes into account the fact that no one is in complete 
harmony with himself and his environment. Every- 
one is under some emotional! tension and this af- 
fects the heart, the stomach, and other organs. The 
emotions—hate, love, fear, and the like—are power- 
ful forces. They are biologic forces that motivate 
all organisms. They must be counted as regular 
causes of disease along with infections, dietary defi- 
ciencies, etc. From the study of these forces is 
emerging the basic science of psychodynamics. 
Certain emotions seem to be especially related 
to certain symptoms. Those related to the stomach 
are apparently the normal needs for ease, love, and 
emotional support. In part, they probably become 
linked to the stomach through the association of 
feeding with the care and attention an infant receives 
from the mother at this time. For everyone, eating 
and drinking are more than the satisfaction of caloric 
requirements. At times of great emotional demands, 
the most normal person may have disturbed diges- 
tion. This often reflects a repressed wish to escape 
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Psychosomatic Aspects of Peptic Ulcer 


and Katz, and described in “Tips from Other 
Journals” (June issue, p. 81), will help. Perhaps 
cardiac catheterization or other highly specialized 
studies will be the only means for determining that 
mitral stenosis is “‘tight.”” However, it is probably 
better, for the present, to side with the majority of 
surgeons who postpone valvulotomy until progres- 
sively severe exertional dyspnea, cough, paroxysmal 
nocturnal dyspnea, orthopnea, and hemoptysis in- 
dicate disabling engorgement of the pulmonary 
circulation. Even then it is important to be sure 
that the symptoms are due exclusively to mitral 
stenosis and that there are no aggravating factors, 
such as thyrotoxicosis, pregnancy, uncontrolled 
tachycardia, or other complications according to 
Dexter in Bulletin of New York Academy of Medicine. 

It is fortunate that most surgeons are deferring 
valvulotomy for patients who have few if any symp- 
toms of mitral stenosis. Detailed studies of these 
cases will sharpen the criteria used to select patients 
for surgery. These will be the “control” cases to 
compare with operations currently being done. 


the difficulties and be cared for, and anger because 
this wish cannot be satisfied. In other cases, the 
stress arises not from external difficulties but from 
inner conflicts or from the way the person lives his 
life. In a third group of cases the need itself is so 
great that relatively minor stresses stimulate it. 
Thus stomach disorders, including ulcers, are 
found in all kinds of personalities ranging from the 
healthy to the severely disturbed. 

The results of psychologic treatment depend 
upon the interplay of emotional forces within the 
person and in their relations to his life situation, 
that is, upon the psychodynamics. The problem of 
peptic ulcer is far from solved. It seems, however, 
that emotions are often a contributing factor at 
least, and that ulcers are but one result of those 
tensions and frustrations in life which come out in 
other physiologic disturbances, in behavior dis- 
orders, and even in social unrest and war. Certain 
writers have long considered peptic ulcer a disease 
of the overambitious, striving, competitive Western 
civilization. If so, the solution must rest basically 
with the proper rearing of children so that they 
mature fully ; and the provision of healthy ideologies 
and conditions for adult living. 

—Leon J. Saut, M.D. 


Contact Dermatitis of the Hands 


BY GEORGE L. WALDBOTT, M.D. 


Detroit, Michigan 


Figure 1. Case No. 1. Contact dermatitis from reaching into 
pockets soiled with nickel (coins), superimposed by x-ray burn. 


Figure 2. Poison ivy lesions. Note streaks and patches. 


WHEN a detective tries to solve a crime, he investi- 
gates all possible clues; he thoroughly examines the 
evidence on the scene of the crime; and he avails 
himself of laboratory procedures which may or may 
not confirm his suspicions. If we want to detect 
the causative agent in a case of contact dermatitis 
of the hands, our task can be likened to the detec- 
tive’s. We must thoroughly investigate all circum- 
stances leading to the outbreak: the patient’s 
habits, occupation, home surroundings, family back- 
ground, social status, state of health, and nervous 
habits may be valuable clues to the cause. Our most 
important laboratory test for confirming our sus- 
picions is the patch test. 

One angle, however, which the physician has not 
utilized as well as the detective, is the careful in- 
spection of the scene of the crime. It is the pur- 
pose of this paper to show that a careful look at 
the lesion will enable us to draw definite conclu- 
sions concerning the source of the dermatitis. In- 
deed, in some instances, this approach may be of 
even greater value than the other two standbys— 
history taking and patch tests. 

Our subject can be best introduced by describing 
a typical case: Mr. D. K., a jeweler, had had a 
dermatitis on the dorsal surfaces of both hands for 
more than fifteen years. On the left, there was evi- 
dence of an x-ray burn superimposed on what 
appeared to be a chronic dermatitis (Figure 1); on 
the right, a skin graft replaced an area correspond- 
ing in size and distribution to the one on the other 
hand. This skin graft had been necessary because 
of an x-ray burn. In an attempt to find the cause 
of this condition, the patient had consulted numer- 
ous physicians without success. A glance at the 
lesion showed that the outline of the eruption could, 
according to the classification of Waldbott and 
Shea, be associated with reaching into pockets. 


32 GP ¢ Volume VI, Number 2 =f 
— 


Careful inspection of contact dermatitis of the hands 
sometimes has more diagnostic value than history 
taking and patch testing. The character of the 
inflammation is a clue to its acuity. The distribution 


of the lesions—especially in certain patterns—is a clue 
to the physical properties of the object causing 
dermatitis and to the manner of contact. 


Therefore, the pockets were inspected, and it was 
noted that the lining was black from being in con- 


stant touch with coins and a nickel key chain ney > 
which the patient habitually carried. A patch test eae 
for nickel produced a strongly positive reaction. 


Thus, within a few minutes, the source of a lesion sand 
was detected, which had defied treatment for many — and web spaces are mainly involved. 


years. The condition cleared up within a few weeks 
as soon as the patient strictly avoided all contact 
with nickel. Unfortunately, it recurred later be- 
cause he could not give up his job as a jeweler, 
where he had also been in contact with nickel. 


Clues Other Than Patterns 


Before discussing patterns of contact dermatitis 
of the hands, a few other features in the appear- 
ance which assist in detecting the cause should be 
reviewed. 

If a lesion shows large vesicles or blebs, arising 
from a fiery red base, an acute lesion usually from 
a single contact can be postulated. Conversely, if 
there is much scaliness and keratinization, it is due 


; hg Figure 4. Chronic dermatitis from habitually handling pan 
to more frequent contact with one or more sensitiz- andes (lacquer). (Patient is left-handed.) Clear areas in 
ing agents; this may have gone on for many years, _skin folds indicate that solid substance was gripped. 


Figure 5a. (Left). Ink pattern of 
finger grip type. 


Figure 5b. Lesion of this type in- 
volving only one finger because only 
the lower portion of the pencil con- 
tacted the shin. 
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Figure 6. Similar pattern, more extensive, 
from cleaning paint brush (turpentine). 
The pattern is slightly modified by the 
twisting action of fingers in applying tur- 
pentine to the brush. 


Figure 7. Finger tip type, from pulling 
down eye lids when applying eyedrops to 
which patient is sensitive. 


and is often due to an occupational source. In such 
a lesion, however, we may detect evidence of acute 
flare-ups by the presence of new vesicles and pus- 
tules—the characteristic poison ivy (‘venenata’’) 
appearance. Poison ivy dermatitis is usually very 
acute. The vesicles are often grouped in streaks 
and patches. This is either due to touching a 
branch or root of the plant while the affected limb 
is in motion, or to scratching and thus spreading 
to new areas the poison ivy sap present on the skin. 
If fine vesicles cover a large surface evenly, giving 
the eruption a homogeneous appearance with a 
rather sharp dermarcation, it is as a rule due to 
application of some medicine on the skin—an oint- 
ment, a cream, or another semifluid agent which 
covered the affected skin (Figure 2). Fluid or 
semifluid materials tend to accumulate in the folds 
of the skin, especially in the web spaces between 
the fingers, and cause a characteristic irritation 
which is often complicated by a secondary fungus 
infection (Figure 3). If the skin folds, on the con- 
trary, are free from irritation, a solid article was 
the cause (Figure 4). 

Primary folliculitis and boils indicate a tendency 
to skin infection. They often occur following irri- 
tation from oil, grease, and dirt. Proliferative le- 
sions point to coal tar, pitch, and petroleum prod- 
ucts. 


Figure 8. Lesion of the finger cap type due to a 
plastic thimble; note irritation on adjoining 
finger from contact with this object. 
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Atypical Patterns 


Before discussing some of the typical patterns, it 
should be stated that there are certain substances 
which do not produce a characteristic pattern be- 
cause there is no uniform mode of contact with the 
hand. They are plants, adhesive tape, and drugs. 
A plant dermatitis, as stated above, is usually quite 
characteristic because of its acuteness and severity, 
and because the vesicles are often grouped in 
patches and streaks. Dermatitis from adhesive tape 
is well dermarcated at the border of the application ; 
the history that tape had been used at this area is 
usually so definite that it is rarely difficult to decide 
about the cause. A dermatitis from ointments, as 
stated above, is usually well demarcated and uni- 
form. The history that the itching and blistering 
started within a short time after the application of 
the material aids in diagnosis. 


Formation of the Pattern 


The formation of a pattern is mainly determined 
by the size and shape of the object which causes it; 
tightness of the grip of the hand, friction, moisture, 
and even the shape of the hand influence its con- 
tour. The pattern produced by an object of the 
size of a small ball, for instance, differs materially 
from that of a ball of larger size. A ball-shaped ob- 
ject produces a lesion of different design from that 


Figure 11. Contact dermatitis from frequently 
handling rubber bands. This design resembles 
that due to scissors. 


Figure 9. From hypodermic injections in 
veterinarian who is sensitive to various 


drugs (finger cap type). 


Figure 10. Pattern (a) and contact (b) in 
dermatitis from scissors (nickel; lacquer). 
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caused by a bar-shaped or a flat object, although 
the mode of gripping all three objects may be the 
same. A tight grip involves a larger area than a 
loose one. Friction of the hand by the agent in 
question determines the shape and size of many 
eruptions. Ina milker’s dermatitis for instance, the 
most intensive irritation occurs where the cow’s hair 
rubs against the hand. Perspiration is another fac- 
tor which influences the pattern of a lesion. 

Once a pattern is formed, it does not always re- 
tain its original contour. For instance, when the 
skin is either sensitive to, or irritated by, a drug or 
ointment applied to the lesion, the pattern may 
undergo considerable changes. In patients who are 
subject to other allergic diseases, the pattern will 
become modified if they happen to eat some of the 
food, or to inhale some of the airborne substances, 
to which they are allergic. Inhalation of ragweed, 
for instance, is a common source of aggravation of a 
contact dermatitis and of extension into larger areas 
in an allergic patient. If fluid or semifluid agents, 
such as oil, cream, and soap, are applied to a lesion, 
its pattern may spread far beyond the site of contact 
with the primary agent. Another reason for subse- 
quent modification of the contour of a lesion is 
secondary infection. Furthermore, there are so- 
called “id” reactions which may extend a lesion far 
beyond its original area. In these cases the aggra- 
vation is probably the result of hematogenous dis- 
tribution of an unknown substance. 

Some of the patterns in our classification can be 
termed “simple” or “basic” patterns; they suggest 
a definite grip or object. Others are “combina- 
tions” of several of these simple patterns; a third 
group is distinguished as “complex” patterns. In 
addition, we note transitional phases from one pat- 
tern to another. 


Basic Patterns 


Figures 5a, 5b, and 6 show what we call the 
“finger grip type.” It is produced by a large variety 
of small objects which are gripped by the first three 
fingers. Such items as a lipstick container (plastic 
or nickel), a medicine dropper (rubber), a zipper 
(nickel), a toothpaste cap (lacquer), or the action 
of picking up certain foods with three fingers may 
lead to this type of lesion. In the production of 
this pattern, the shape of the object matters less 
than its size; larger objects gripped in this manner 
lead to an extension into the palms. Figure 5b 
shows a sensitivity to the cedar wood of a pencil. 
This does not exhibit the complete finger grip pat- 
tern since only one of the fingers had contact with 


the irritating wood. Figure 6 shows a more exten- 
sive lesion due to applying turpentine to the bristles 
of a hairbrush stiffened by dried paint. 

Touching an article with the fingers is a charac- 
teristic feature of the “finger tip type.” This lesion 
is seen on one finger from habitually closing a 
wrist watch clasp, or from the habit many women 
have of pushing their hairpins (lacquer) into their 
hair. When this pattern occurs on several fingers, 
it may be due to the keys of a typewriter, to playing 
a woodwind instrument (cocobolo wood), to violin 
strings, or to eyedrops, when the eyelids are pulled 
down by the fingers (Figure 7). 

Lesions capping a finger (“finger cap type”) may 
come from a thimble or a rubber finger cot. In the 
lesion shown in Figure 8 the adjoining finger was 
also irritated by contact with the plastic thimble. 
They may also be due to inserting the finger into a 
hole (telephone dial) or into an object of cylindrical 
shape. An eruption closely related to this lesion is 
seen in doctors, dentists, and nurses from handling 
hypodermic medications. Figure 9 presents such a 
case in a veterinarian who showed multiple sensi- 
tivity to procaine, penicillin, and phenobarbital 
which he was in the habit of administering. 

Ring or band-shaped lesions occur in women 
sensitive to hair setting fluid, who are in the habit 
of curling the hair around the finger. Scissors pro- 
duce lesions of the ring type on several fingers, as 
indicated in Figures 10a and b. A lesion similar to 
the scissors’ design is noted in erruptions from 
rubber bands (Figure 11). If an eruption irritates 
the lateral aspects of the fingers, it indicates that 
the object is gripped in such a manner that the 
fingers are tightened around it. This is observed in 
individuals holding a hand of plastic playing cards 
to which they are sensitive. 

If fingers and palms are affected, objects of larger 
size are implicated. A characteristic pattern sug- 
gests that the object in question is of the shape of a 
ball. It is gripped in the manner of the “finger 
grip”’ by three fingers of the right hand. The larger 
the ball, the more the eruption advances into the 
hand. If a large ball, such as a football, produces 
the lesion, all fingers are affected, as well as the 
whole palm, except for its central portion where no 
contact takes place. Objects such as a douche bulb 
(rubber), a tin can (dye), or an atomizer bulb (rub- 
ber) produce lesions of “‘ball type” (Figures 12a 
and b). One of our patients was sensitive to potato 
peel; this lesion promptly cleared up when she 
started to wear rubber gloves with cotton lining for 
doing this work. 
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If the grip of a bar-shaped object is responsible 
for the lesion, it can be easily recognized by the 
appearance of the pattern. There are two modes of 
gripping a bar, namely the oblique grip—as in the 
case of a golf club (leather dye), a steering wheel, 
or a telephone receiver—and the horizontal grip, as 
in the case of a thick knife handle (cocobolo wood) 
(Figure 13) or the handle of a baby carriage. Ifa 
lesion is localized in the central part of the palm, 
it always indicates that the end of the bar or at 
least the end of an oblong object was responsible. 
Figure 14 shows a soap dermatitis from contact with 
an oblong soap dish dispenser. 

Dermatitis in the interdigital spaces is usually 
due to something that is pulled or drawn through 
the fingers such as a key chain, a rubber band, or a 
string of wool (dye). Pushing an object into an 
interdigital space, as for instance in handling a 
leather key case or a woman’s compact (Figures 
15a and b) will also irritate an area of the palm. 
If all web spaces are irritated, soaps, oils, and 
creams, which accumulate in these parts, must be 
considered. 

In most cases of contact dermatitis where the 
dorsal surfaces are affected, the action of ‘reaching 
into” or “brushing against” a certain object should 
be considered. Figures 16 and 17 bring out an in- 
teresting fact: the wider the space into which the 


Figure 12. Pattern (a) and le- 
ston (b) of the small ball type; 
rubber ball. 


Figure 13. (Below). Horizontal 
bar type pattern; lesion due to 
cocobolo wood of a thick knife 
handle. Aggravated by applica- 
tion of antihistaminic ointment 
to which patient is sensitive. 
Note uniform distribution and 
sharp demarcation of eruption 
in contrast with Figure 4, sug- 
gesting ointment is aggravating 
factor. 


Figure 14. Central palm type from a soap dispenser (nickel). 
Note additional lesion from resting wrist on chrome edge of 
counter top. 


Figure 15. Contact (a) and 
dermatitis (b) from a metal 
compact (nickel). 


Figure 16. Reaching into zipper purse (nickel). 


hand reaches, the higher up on the arm the lesion 
extends, 

The whole surface of the hands has contact with 
a causative agent when the hand is placed into a 
fluid or a semifluid substance, for example in gaso- 
line, turpentine, paint, soap suds, or wave set solu- 
tion. Eruptions from these sources usually affect 
the hand in a uniform manner; the lesion hasa sharp 
limit corresponding to the fluid level. Not always, 
however, does such a contact result in an eruption 
distributed evenly over the whole hand. Fruit and 
vegetable juices, detergents, etc., settle mainly in 
the interdigital spaces, where they cause most irri- 
tation; glove powder causes lesions in the web 
spaces between the fingers. Paints, oils, and tur- 
pentine used in painting may show a greater degree 
of irritation on the index finger due to the fact that 
the paint often runs off the brush and into the 
thumb-index area. If an after-shave lotion is applied 
to a man’s face, the major irritation takes place in 
the thumb-index area because of friction with the 
beard. 

Two characteristic designs appear on the total 
surface of the hand which are clinically most im- 
portant. They are those of glove and soap derma- 
titis. They can readily be differentiated from each 
other. In dermatitis from rubber or leather gloves, 
and from cloth gloves dyed with certain chemicals, 


the border on the wrist or forearm is sharply de- 
fined; the central palm area and interdigital spaces, 
where the contact with the skin is less intimate or 
absent, are free from dermatitis. The pattern of 
soap dermatitis is less symmetrical, less sharply 
demarcated, and exhibits considerable irritation on 
the interdigital spaces. When the soap is held in 
the hand, as in women washing clothes, the left 
hypothenar can be a predominant site. 


Combined Patterns 


Some lesions show clearly a combination of two 
or more “‘basic”’ patterns. For instance, the plastic 
handle of a screw driver produces a pattern of the 
central palm type, combined with the finger grip 
type, z.e., “the end of a bar” is gripped by the three 
fingers. The pattern of a riding crop combines a 
lesion of the dorsal area of the hand from “reaching 
into” a sling with one of the central palm due to 
gripping “the end of the bar.” Carrying a lunch 
box gives rise to a lesion of the horizontal bar type 
from gripping the handle of the box. This is com- 
bined with a less extensive eruption on the dorsal 
parts of the fingers from “brushing against” the 
box while carrying it by the handle. 

The following is a case which showed a combi- 
nation of two patterns. They were so typical that 
they led to the detection of the right source upon 


Figure 17. Dorsal lesion from tucking in bedding (sensitive to 
furniture polish on bed rail). 
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first inspection of the lesion, in spite of the fact 
that the history pointed to other causes. A 33- 
year-old tire salesman presented a dermatitis on 
both hands. It involved the interdigital areas and 
some portions of the dorsal surfaces of both hands; 
there was a dime-sized lesion on the central part of 
the right palm similar to that in Figure 14. The 
patient had had hay fever, chronic sinus disease, 
and severe urticaria five years ago due to aspirin 
tablets. The skin lesion had been quiescent for sev- 
eral months until about ten days previous to the 
time he was seen by us, when he showed evidence 
of an acute flare-up which principally affected the 
interdigital spaces. He had been painting tires and 
suspected the paint, the paint brush, or perhaps 
rubber as the likely causes of his eruption. 

The appearance of the lesion, especially of his 
left hand, was a combination of two characteristic 
contacts, namely, that of the central palm type due 
to gripping the end of an oblong object, and a pat- 
tern involving the interdigital areas of a kind seen 
in lesions from contact with fluid or semifluid mate- 
rials. This latter eruption could have been account- 
ed for by paint. In dermatitis from painting, how- 
ever, the area of greatest irritation is located where 
the paint runs down the index finger. The central 
palm type pattern on the other hand, was suggestive 
of a dermatitis either from the nickel knob of a fluid 
soap dispenser or from the soap itself. This obser- 
vation led to the information that the patient had 
“experimented” with a new liquid red soap which 
he had begun using about the time when the condi- 
tion started. A patch test with this soap gave a 
4-plus reaction. There were other soaps and deter- 
gents to which he exhibited minor reactions. Tests 
for rubber, the paint, and linseed oil were negative. 
The elimination of this and other soaps, in con- 
junction with bathing the hands in a potassium 
permanganate solution, cleared up the condition 
within two weeks. 


Complex Patterns 


Some patterns involve several parts of the hands 
and adjoining surfaces. They have to be identified 
on the basis of previous experience with the par- 


ticular pattern. For instance, the lesion from 
carrying a handbag or a brief case may extend into 
wide areas on the palms, fingers, and wrist, and 
even into the lower portion of the forearm. Resting 
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the hand on a flat surface, as for instance, on a sew- 
ing machine (lacquer), on a bridge table top, or on 
drawing paper, produces a lesion on the ulnar part 
of the hand and elbow and on the dorsal ends of 
the fourth and fifth fingers. Another such complex 
pattern is pictured in Figure 18 which is seen not 
infrequently in stenographers. It is due to the 
rubber of an eraser. It represents the finger grip 
type combined with an eruption on the dorsal ends 
of the first three or four fingers. 

By thus inspecting the pattern, we frequently can 
“solve” a case of contact dermatitis before we take 
the history. There are, of course, certain limita- 
tions to this approach. We should realize that a 
pattern may be different from the original appear- 
ance at its onset a few days or weeks ago. Further- 
more, it must be borne in mind that there are a few 
modes of contact which do not induce a character- 
istic pattern, namely those from adhesive tape, oint- 
ments, and plants. There are transitions from one 
pattern to another which may complicate matters. 
Regardless of these limitations, however, the study 
of patterns of dermatitis of the skin has become a 
major phase in our diagnostic approach. 


Figure 18. Combination of finger grip type with dorsal lesions 
on fingers from eraser. 
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Pericardial Effusion 


PERICARDIAL effusion rarely occurs as an isolated find- 
ing. It is more commonly associated with rheumatic in- 
fection, tuberculosis, carcinomatosis, pneumonia, empy- 
ema, mediastinitis, or septicemia. The amount of the 
effusion is variable, and the fluid may be serous, puru- 
lent, hemorrhagic, or chylous. The term, hydroperi- 
cardium, is used to designate an accumulation of peri- 
cardial fluid entirely on a congestive basis, as in heart 
failure or in hypoproteinemic states. Hemopericardium 
refers to a collection of blood in the pericardial sac due 
to rupture of the myocardium, aorta, or a coronary 
vessel. 

Large volumes of pericardial fluid may be found when 
the fluid accumulates slowly, thereby permitting dis- 
tention of the pericardial cavity with only slight cardiac 
compression. However, small volumes of fluid which 
develop rapidly may result in the manifestations of 
cardiac tamponade. 

Pain is a symptom of pericardial effusion only when 
a disease process involves the parietal pericardium, 
especially in the diaphragmatic area, and when there is 
an associated pleuritis. The pain is sharp, often in- 
tensified during inspiration, and noted over the precor- 
dium, left shoulder, or upper abdomen. In the more 
chronic forms of pericardial effusion, pain is less com- 
mon. The pressure symptoms of pericardial effusion 
are due to compression of the structures in the region 
of the heart such as the lungs, trachea, bronchi, eso- 
phagus, and great vessels. These manifestations occur 
when the effusion is large. The most important pressure 
symptoms are due to cardiac compression. 

Like pain, a pericardial friction rub is often absent, 
especially in the more chronic forms. 

Since the clinical manifestations may not be striking, 
roentgenologic examination often provides the most 
important means, except for paracentesis, for the diag- 
nosis of pericardial effusion. 

The density of the effusion is no different from that 
of the heart itself, and the differential diagnosis from 
true cardiac enlargement may therefore be difficult. 
The shape of the cardiac silhouette is variable, and 
there is no configuration so typical of pericardial ef- 
fusion as to permit an unquestioned diagnosis. At least 
300 cc. of fluid must be present before there is an altera- 
tion in the cardiac configuration. The fluid collects first 
in the dependent portions of the pericardial sac, and 
therefore an early roentgenologic sign is bulging of the 
lowermost contours seen best in the lateral and oblique 
views. As the fluid increases in amount, the transverse 
diameter of the heart enlarges, and there is a disappear- 
ance of the normal contours of the heart chambers. 
These latter findings constitute the most characteristic 
configuration of pericardial effusion. When the effusion 
is large, the fluid pushes upward, distends the pericardi- 
al sac near its attachment to the great vessels thereby 
obliterating the normal curves of the aortic arch and 
pulmonary artery. In this way the vascular shadow is 
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Figure 1. Pericardial effusion, showing increase in 
transverse cardiac diameter and obliteration of nor- 
mal contours of heart chambers and great vessels. 


shortened and widened and the cardiac shadow simu- 
lates a rather round bottle with a short neck. This 
contour is more accentuated when the patient is ex- 
amined in the recumbent position. When upright, there 
is a change in shape, and the contour is more triangular 
or pear-shaped. 

When the heart size and shape change rapidly on 
serial examinations, pericardial effusion should be 
strongly considered, for such marked changes occurring 
over a short period are unusual in heart disease. A lack 
of pulmonary congestion, as demonstrated by clear 
lung fields, is a frequent finding in pericardial effusion 
especially of the more chronic variety. Comparable 
cardiac enlargement due to heart disease is usually 
accompanied by pulmonary vascular engorgement. 

Cardiac pulsations are usually markedly diminished 
along both borders, but similar findings may be noted 
when there is considerable cardiac enlargement due to 
heart disease. Roentgenkymography may be used to 
study the cardiac pulsations. Angiocardiography may 
be useful in the diagnosis of pericardial effusion. A 
roentgenogram made a few seconds after a Diodrast 
injection demarcates the right auricle and delineates it 
from the density of the outer border of the effusion. 


Figure 2. Same patient as Figure 1. Pericardial 
fluid has been removed and air instilled in order 
to demonstrate heart size and pericardial thickness. 
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BY S. BEHRMAN, M.B. 
University of Michigan, Ann Arbor, Michigan 


Not all fetal anomalies are inherited. Many are caused by environmental factors, and some of these are 
preventable. Outstanding examples are nutritional deficiencies and rubella early in gestation. The first two 


months of pregnancy is the critical stage of embryonic development; it is the time when fetal abnormalities are 


most easily provoked. 


Berore a physician has been in practice any length 
of time, he will be faced with the misfortune of hav- 
ing to tell a mother that she is carrying, or has just 


been delivered of, an abnormal fetus. Her immedi- 
ate reaction will be to ask, ‘Will it live? What 
caused it? Will it be mentally defective? What are 
the chances of recurrence?” While a reasonable 
answer can usually be given to the first question, it 
is impossible to provide one for the others with any 
degree of certainty, or honesty, for that matter. 

Is it not strange that we should be at such a com- 
plete loss to deal with a problem that is of such im- 
portance to parents, physicians, or anyone inter- 
ested in public health? Developmental arrests cause 
the death of almost 20 per cent of the human race 
before or shortly after the time of birth and handi- 
cap a certain proportion of the survivors through- 
out their lives. Approximately 10 per cent of neo- 
natal and fetal deaths are due to monstrosities, ex- 
cluding abortions and ectopics. 

During the years 1938 to 1948 inclusive, the inci- 
dence of fetal and neonatal deaths due to congeni- 
tal malformations at the University Hospital, Ann 
Arbor, was 13.57 per cent and was the third leading 
cause of death. Ingalls states: “As a cause of death 


in the United States, the rate from congenital mal- 
formations was 12.6 per hundred thousand popula- 
tion in 1944. The importance of this group to the 
public health is indicated by its rank of 10th among 
the principal causes of death for all age groups. 
They rated 3rd among infants under one year of 
age, the ratio being 553.7 per hundred thousand, 
surpassed only by prematurity and pneumonia.” 
When one realizes too, that many so-called normal 
infants at birth later turn out to have anomalies, the 
scope of this problem becomes apparent (see chart 
on following page). 

The difficulty we face lies in these facts: Existing 
knowledge of genetics is mostly derived from lab- 
oratory experiments, and the application of these 
findings to the human has never been satisfactorily 
established. Only in the last few decades have we 
made any progress in this important field, and it 
will not be until we give genetics its true status as a 
science that any useful contributions to our present 
fragmentary knowledge can be expected. It is 
therefore important that we, as physicians, attempt 
to determine causes of fetal abnormalities to the best 
of our ability, their mechanisms and prevention, 
and the distinctions between hereditary malforma- 
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tions and their nonhereditary phenocopies. This 
effort is preferable to relying on treatment of those 
who survive. This is often symptomatic and fre- 
quently disappointing. With this problem in mind, 
a consideration of the known causes and mecha- 
nisms and their possible prevention, perhaps over- 
simplified in parts, will be discussed. 

It is indeed unfortunate that one must immedi- 
ately admit that to give a specific cause for any given 
anomaly is extremely difficult; for not only do many 
different causes have similar effects, but a single 
cause may have many different effects. Further- 
more, the causes for some malformations are just 
not known. Therefore, “causes” do not constitute 
a suitable basis for classifications of malformations, 
and morphology appears to offer the best approach. 


Development of the Fetus 


Thus it may be as well to mention briefly the nor- 
mal sequence of events. Asa result of union between 
sperm and ovum, a zygote (one cell) is developed, 
consisting of nuclear substance and cytoplasm, the 
former containing the chromosomes and genes. If 
either the nuclear substance or the cytoplasm is de- 
fective, the developing organism is adversely af- 
fected. Thus, chemical composition and structure 
of the fertilized ovum determines embryo formation 
to a considerable degree. It is known that defects of 


EXCLUDING THOSE OCCURRING IN ECTOPICS, — 
ABORTIONS, OR TO A DEGREE COMPATIBLE 
WITH LIFE 


nuclear substance may lead to malformations not 
only in the individual, but also in the offspring of 
that individual. Little is known of the role played 
by the cytoplasm. 

After several cellular divisions, the zygote, now a 
multicellular organism, has passed down the Fallo- 
pian tube during a period of several days. The cleav- 
age in this period is of great importance for further 
development, but pathologic conditions here need 
further study. Experimental biology indicates that 
from the first cell division to the blastular stage, in- 
ternal environmental conditions within the uterus 
are more important than genetic factors. Only when 
this advanced multicellular stage is reached does 
the influence of the genes become noticeable. From 
here, after embedding into the uterine mucosa, a 
close interrelation between genetic constitution and 
maternal and external environments comes into 
play. While the genes obviously contain the plan of 
the future, they need huge amounts of building 
materials obtained from the environment. There- 
fore, differentiation does not depend on genes 
alone, but on the close interrelation between nuclear 
material and internal and external environment. 

The next eight-week period of intrauterine exist- 
ence is perhaps the most important of all. It is the 
critical stage of development. During this stage, the 
velocity of cellular multiplication is particularly 
great, for the zygote is being converted into a fetus, 
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an organism possessing all the rudimeniary features 
of a human being (see accompanying illustration). 
The importance of this early period, 7.e., the organo- 
genetic period, for the structural foundation of the 
developing organism is obvious, since all the organs 
and organ systems are essentially determined in 
these early weeks. Because the speed of growth in 
these early weeks is unequaled in any other period 
of life, errors are more likely to occur and the 
chances of repair are slim. Hence, most irreparable 
congenital defects are established in this period. 
This may be further aggravated by the pleiotropic 
effects of faulty genes, especially one which involves 
a cell that exercises important influence on many 
other tissues, ¢.g., the eosinophil cell of the anterior 
pituitary. Because of a fault here, the thyroid, adre- 
nals, and gonads may remain infantile as a second- 
ary effect, and result in dwarfism. 

Since the development of organ-systems follows 
in orderly pattern, one wonders if change of en- 
vironment at a critical stage of development decides 
a specific abnormality, e.g., does a change during 
the stage of genitourinary development give speci- 
fically a genitourinary abnormality? This seems to 
be borne out by the work of Swan and his colleagues. 
They found that the time when an infection of the 
mother produces cataract in the fetus was on the 
average 1.5 months, whereas deaf-mutism was 2.1 
months. As it happens, the period of maximum 
cellular activity for the developing lens is from the 
fourth to the eighth week, while that for the internal 
ear is from the seventh to the tenth week. It is be- 
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lieved that the responsible virus acts upon the hya- 
loid artery in relation to the lens or the vessels of 
the organ of Corti. 

From here on, the fetus is in the stage of growth 
till it reaches maturity and is delivered. During this 
stage, growth may be enhanced or retarded. Finally 
the fetus faces the exodus into the outer world with 
the ever-present hazards of temporary periods of 
anoxia and possible birth injuries. 


Causes and Mechanisms 


For purposes of this paper, we can classify our 
causal factors into: 


Il. GENETIC FACTORS 
A. Dominant 
B. Recessive 
C. Sex-linked 
ll. ENVIRONMENTAL FACTORS 
Nutritional 
. Chemical 
Endocrine 
. Irradiation 
Infective 
Mechanical 
. Delay or defects in fertilization 


Clinically this means that a normal developmental 
process can, by virtue of one of the above factors, be 
suppressed to remain incomplete, be exaggerated, 
be deflected in the wrong direction, or the changes 
may be regressive and result in a degeneration. This 
would include all degrees of reproductive failure 
from abortions to term deliveries. 
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Genetic Factors 


In the past, most stress has been laid on heredi- 
tary factors mainly because of the great difficulty in 
clearly distinguishing them from similar accidental 
environmental causes. How difficult this can be be- 
comes evident in the next few paragraphs. 

Dominant. Discussing the dominant mode of 
transmission first, (¢.g., cleft palate, oxycephaly, op- 
tic atrophy, von Recklinghausen’s diseases, etc.), a 
dominant malformation appears in every genera- 
tion, being transmitted from the affected parent to 
about half the children. These affected children, 
even if they marry normals, must expect half their 
children to be similarly affected. Whereas the chil- 
dren who are not affected can expect normal children 
if their mates are normal. There may, however, be 
the rare variant where a generation is skipped. It is 
also interesting to note that there may be variations 
of “penetrance” and “expression”’ of these affected 
genes. For example, von Recklinghausen’s disease 
has a high “penetrance” in that it manifests itself 
in every generation, but its “expression” varies, 
i.¢., the severity of the condition varies greatly. To 
the unfortunate carrier, the knowledge whether a 
gene “penetrates”’ or “expresses” is of the greatest 
practical importance. Unfortunately, as yet there is 
no way to predict even this. 

Recessive. In the recessive mode of transmission, 
the carrier has one normal gene and one carrying 
the defect, but the individual himself appears nor- 
mal. Should he mate with a normal person, the off- 
spring will be normal too. However, should he 
marry a heterozygous individual like himself, one 
fourth of the children can be expected to be homo- 
zygous for the abnormal gene, and thus show the 
pathologic trait. Examples of this mode of trans- 
mission are cleft palate, optic atrophy, anenceph- 
aly, spina bifida, imperforate anus, etc. 

Sex-linked. The third method of genetic trans- 
ference is by sex linkage, ¢.g., optic atrophy, micro- 
phthalmia, etc. We know that in females the somatic 
cells have two “X” chromosomes (XX) and that the 
male has one “X” chromosome paired with a smaller 
“YY” chromosome to make (XY). The large X 
chromosome carries many more genes than the 
smaller Y chromosome. Therefore, if a pathologic 
trait is carried in an X chromosome in the male, it 
can manifest itself as a clinical entity because it is 
not kept in check by the genes of the Y chromo- 
some, but it could be checked by another X chromo- 
some with sufficient genes. This explains why cer- 
tain pathologic traits may occur in males (X’Y) and 


be transmitted by females (X’X) who are not af- 
fected, and why certain definite predictions can be 
made. A graphic example follows: 
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Pathologic 


All these children (two sons and two daughters) 
are normal, but the daughters are carriers. If these 


females marry: 
Carrier Normal 


xx’ xY 


x’Y 
(Pathologic 


In the third generation we find that all the girls 
are normal, although one is a carrier, while only 
half the male side of the family is normal, the other 
shows the abnormal manifestation. 

To interpret correctly the inheritance of malfor- 
mations, due consideration should therefore be 
given to whether the parents are hetero- or homo- 
zygous for a certain factor. For what may produce 
little or no effects in the heterozygous mating may 
result in intrauterine death or abortion in a homo- 
zygous group. To a certain extent this factor is pre- 
dictable. 

Until now we have been considering genetic 
causes. Presently it will be shown how the rate of 
embryonic growth can be altered by the effects of 
external and environmental agents, and how a cleft 
palate can be induced in pregnant rats by nutri- 
tional deficiencies or x-ray irradiation. To the dis- 
cerning reader it will now have become obvious that 
a cleft palate can be caused by dominant, recessive, 
or multiple genetic factors as well as by certain en- 
vironmental factors such as nutritional deficiency. 
How then does one distinguish between a heredi- 
tary factor and an environmental phenocopy; or, in 
other words, how does one answer the mother’s 
query, “What caused it? Will it recur?” In some 
cases a family history will give a clue, but more 
likely than not, only time will tell. 
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Environmental Factors: Nutritional Factors 


Adequate nutrition is an indispensable require- 
ment for normal development. Interruption of nu- 
trition may result in death of the embryo or tempo- 
rary retardation of development. This “nutritional 
disturbance” is used as an all-embracing term to in- 
clude nutritional disturbances that result from 
faulty implantation of the ovum, disease of the pla- 
centa, interruption of umbilical blood flow, as well 
as dietary deficiencies. 

Mall claims that normal ova may become abnor- 
mal as a result of faulty implantation and conse- 
quent faulty nutrition. In support of this, one re- 
members the higher incidence of abnormalities in 
placenta previa and ectopic pregnancy. Von Winkel 
states that, “While few ectopics reach maturity, 
those that do are usually deformed.” Intratubal 
pressure has been blamed as a cause for the abnor- 
malities in ectopics, but when spina bifida, anen- 
cephaly, and split vertebra are found in early ectopic 
ova, the nutritional factor must be strongly consid- 
ered, for at this early stage spatial impairment can 
hardly obtain. 

Maternal nutritional disturbances, such as gen- 
eral starvation, vitamin or mineral deficiencies, may 
also cause malformations—but only if malnutrition 
occurs in the organogenetic period, and then the 
deficiency must lie within certain narrow limits. If 
the deficiency is not quite enough, the development 
of the embryo is not affected; and if too much, it 
will result in embryonic death and abortion. 

Burke (1943), conducting an experiment on the 
effect of diet on infants, found that all functionally 
immature, premature, and congenitally defective 
children were born to mothers whose diets were 
“poor” to “very poor” during pregnancy. On the 
other hand, if the diet was “excellent,” the physical 
condition of the infant was good in nearly all cases. 
We have evidence that endemic iodine deficiency 
will result in a goitrous cretin, and that vitamin A 
deficiency may result in blindness either because of 
severe xerophthalmia or due to constriction of the 
optic nerve as a result of disproportionate growth 
between the central nervous system and the sur- 
rounding bone (optic foramen). 

Skeletal deformities in rats have been experi- 
mentally caused by a diet deficient in riboflavin. 
This vitamin is apparently necessary for the con- 
version of mesenchyme to membranous skeleton. 
There is no evidence yet of an analogous human 
disorder. Congenital rickets from vitamin D defi- 
ciency is mentioned only for completeness. 
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Chemical Factors 


What scanty evidence there is regarding chemical 
factors, such as alcohol and lead, as a cause of fetal 
abnormalities pertains only to the lower animals, 
because there is little or no experience in mammals 
or man. 


Irradiation Factors 


Under this heading we include radium and 
x-rays, mostly the latter. These act by interrupting 
embryonic differentiation or fetal growth. The 
effects again depend upon the amount of exposure 
and at what particular stage of development the 
exposure occurred. There is sufficient evidence in 
the human to show the susceptibility of the embryo 
to environmental conditions such as these during 
the organogenetic period of life, and most facts con- 
cur with the Bergone-Tribondeau Law. This law 
states that the sensitivity of cells varies directly 
with their reproductive capacity, and inversely with 
their degree of differentiation. Aschenheim and 
Zappert observed microcephaly, microphthalmia, 
and optic nerve defects in youngsters born to wom- 
en who had been irradiated for myomata during the 
first trimester of pregnancy. Golstein and Murphy, 
in a study of seventy cases of postconceptional 
radium or x-ray irradiation, observed 37.3 per cent 
mental or physical abnormalities. The writer him- 
self has treated a carcinoma of the cervix in a two- 
month pregnant woman with deep x-ray and intra- 
cervical radium, the fetus being aborted soon after- 
ward and found to be distinctly abnormal. There is 
no reason, however, to believe that x-rays used for 
diagnostic purposes during pregnancy will cause 
any damage to the fetus. 

What effect radiation from the atom bomb has 
had on reproduction and genetics remains to be 
seen over the next three or four generations. Ira 
Kaplan, who has had probably the most extensive 
experience with x-ray stimulation of the pituitary 
for cases of infertility, has followed the offspring 
over two generations without noticing any increase 
of abnormalities. 


Infectious Factors 


Syphilis is included here only to clarify the fact 
that it is not an inherent developmental defect. It 
destroys the child by virtue of the disease attacking 
a part of the fetus. Thus, if an extensive syphilitic 
lesion involves a certain area, it destroys that grow- 
ing area, and then there is an abnormality at that 
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particular point. It is more logical to regard this as 
a manifestation of the disease rather than a develop- 
mental disturbance. For example, if a mother has 
syphilis, the child will be affected in varying de- 
grees from partial destruction of one particular area 
to complete destruction of the fetus, but there is no 
particular anomaly. Furthermore, if the mother is 
satisfactorily treated, the fetus will not be affected 
by the disease at all. Syphilis is more likely to cause 
its damage in the growth period. 

Since Gregg of Australia brought out his first 
paper on the occurrence of abnormalities after 
maternal rubella, many papers have been added to 
this comparatively new subject. Gregg concluded 
that where the mother was affected by rubella dur- 
ing the first two months of gestation (irrespective of 
the severity of the disease), acyanotic congenital 
heart disease, cataract, and other defects were fre- 
quent. How frequent is a matter of much contro- 
versy. Swan states that 100 per cent are affected if 
the disease is contracted within the first two months 
of gestation. Fox and Bartin claim that there are ex- 
ceptions, and others give over-all figures as low as 30 
per cent. While opinions differ, there seems to be 
unanimity of opinion that infection within the first 
two months will result in deformities in at least 80 
per cent of cases, and where the disease is con- 
tracted after that, the incidence drops sharply to 
the region of 10-20 per cent. Most investigators be- 
lieve that fetal injury is a result of passage of the 
rubella virus through the placental barrier, and 
thereafter a direct effect on early somatic develop- 
ment. Swan suggested that the virus acts primarily 
on vascular tissue, 2.¢., the hyaloid artery, and that 
pathologic changes in this artery interfere with nu- 
trition of the lens of the eye, resulting in cataract. 
But other experiments tend to show that the rubella 
virus has no direct effect on the fetus. Instead, it 
causes remote metabolic states which subsequently 
interfere with fetal development. If this is so, per- 
haps a number of viruses, bacteria, and chemicals 
may produce such metabolic effects. 

For lack of a better place, erythroblastosis has 
been placed under infectious causes, which it is 
obviously not. Javert found that hydrocephalus, 
spina bifida, and other deformities were forty times 
more common in erythroblastotic babies. Wiener 
theorizes a mechanism by which iso-sensitization 
can produce malformations, viz., “If early in the 
development of the fetus, intravascular clumping of 
the fetal red blood cells interferes with the circula- 
tion in terminal blood vessels to localized regions, it 
is not difficult to conceive how this may prevent 


closure (of developing structures) giving rise to 
such defects as harelip, cleft palate, and spina 
bifida.” 


Mechanical Factors 


Caffey has reported that bowing of the extremities 
is attributable to intrauterine malpositions and _re- 
sulting deforming pressures. Talipes has been 
noted in oligohydramnios, but there is as yet no 
completely conclusive explanation for this. Intra- 
uterine amputations have been blamed on pressure 
by amniotic bands, but only recently Streeter 
showed that it could be produced in rabbits simply 
by mating certain strains. He explains this as a cir- 
culatory degeneration which occurs at about the 
third month (after the limbs have developed) in 
humans, and which results in sterile gangrene and 
amputation. Nowadays, less importance is placed 
on mechanical factors as a cause of anomalies. 


Defects of Fertilization 


Blandau and Young found that normal develop- 
ment does not occur in a guinea pig if fertilization 
of the ovum is delayed more than twenty hours after 
ovulation, and no development at all if the interval 
is greater than thirty two hours. Blandau demon- 
strated that when fertilization was delayed in these 
animals, prenatal deaths and abnormalities were 
more numerous. In other words, the older the 
ovum, the greater the chance of an abortion, mal- 
formation, or nonfertilization. In most mammals 
this “‘over-ripeness” of the ovum is normally pre- 
vented, as the female admits the male only during 
oestrus. This poses a very interesting possibility, 
for in man no such protective mechanism exists. 

This ingenious suggestion provides an opportune 
moment to discuss the possible etiologic factors of 
mongolism. Bleyer found that the average age of 
2,822 mothers who had given birth to mongolian 
idiots was 40, while the average age of an equal 
number of women who gave birth to normal chil- 
dren was 24. This leads us to believe that the later in 
life a woman becomes pregnant, the more likely she 
is to give birth to a mongol. But the several irregu- 
larities in distribution at younger ages indicates 
that other factors than advanced age must operate 
as well. It was then suggested that “advanced age” 
means atrophy of the endometrium, and thus a 
faulty nutrition may be the cause. While this is 
possible, Geyer advanced another theory, one of 
anomaly of the germ plasm, “‘because we know that 
ova near the menarche or climacteric are often ab- 


GP e Volume VI, Number 2 


= 
} ¢ 
46 
if 


normal.” The idea of aged ova seems to be sup- 
ported by Blandau’s experiment mentioned above. 
Young, in his latest publication, states, “The pro- 
portion of absolutely defective human ova recovered 
by Hertig and Rock (1949) was approximately 1 
out of 4, and therefore relatively large. In addition, 
the appearance of these ova is not unlike that of 
many of the pathologic ova recovered from guinea 
pigs and rats after delayed fertilization. If it can be 
shown that human eggs are different and that late 
fertilization is not followed by defective develop- 
ment, no problem exists. Until this can be done, 
however, the writer is inclined to the suggestion 
that many pathologic early embryos are the result 
of late fertilization. If this fatalistic point of view is 
shared, the dilemma confronting obstetricians and 
gynecologists when treatment is sought for early 
threatened abortion will be obvious. Many before us, 
but particularly Streeter (1931), have directed at- 
tention to this dilemma. In our work on gamete-age, 
at the time of fertilization we have simply identified 
a specific factor which may perhaps blight ova in 
any healthy woman and thus influence embryonic 
development and the course of gestation in a dis- 
tressingly high per cent of pregnancies.”’ This fas- 
cinating possibility certainly warrants further in- 
vestigation and may well open a new avenue of pre- 
vention of abortions and congenital abnormalities. 
The confirmation of this, as well as the discovery of 
a method of detecting ovulation in the human, 
could mean immeasurable saving of human lives 
and distress. 


Endocrine Factors 


Our knowledge on this subject is still too meager 
to afford many positive opinions, and only some 
general principles can be laid down. Diabetics are 
known to produce abnormal children some five to 
seven times more frequently than nondiabetics. The 
cause of this is unknown. The only clue is the fre- 
quent occurrence of oversized babies, which directs 
attention to the pituitary, in preference to the pan- 
creas, as a possible cause. However, the endocrine 
upset may exist long before the diabetes becomes 
clinically recognizable. Barnes’ study of the predia- 
betic phase of known diabetics tends to show that 
the babies born of these mothers at that early stage, 
already showed a tendency to be oversized. On the 
other hand, Smith and Smith observed that dia- 
betic women excrete excessive amounts of serum 
gonadotrophin and a reduced amount of estrogen 
and progesterone. They claim to have reduced fetal 
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mortality by administering both estrogen and pro- 
gesterone during pregnancy. But unless treatment 
was started during the first trimester, the incidence 
of fetal abnormalities was not affected. 

There is sufficient experimental work on animals 
to show that estrogens and androgens do influence 
the development of the embryo. Once more, the 
type and severity of the disorder vary with the 
amount of hormone and the time of embryonic de- 
velopment at which it comes into play. In the study 
of intersexual anomalies, one must first differentiate 
between genetic and hormonal intersexes. Thus, by 
definition, a genetic intersex or true hermaphrodite 
is an individual who has both testicular and ovarian 
tissue, either as a separate ovary and testis or as an 
ovotestis. Such an individual shows sexual develop- 
ment which is abnormal by the standards of the 
usual male or female but is normal for the individual 
itself, in that it conforms with that particular indi- 
vidual’s genetic sex, 7.¢., an intersex. This condition 
is irreversible. The hormonal intersex or pseudo- 
hermaphrodite has uniform gonads, but part of the 
other sex organs are differentiated according to the 
opposite sex, that is, each genetic sex is normal by 
the usual standards, but the secondary sex charac- 
ters may be changed by the hormones. If the hor- 
monal imbalance is removed, these abnormalities 
may revert to normal genetic equivalents, though 
few do so completely. The fundamental difference 
between genetic and hormonal intersexuality is the 
tenacity of the genetic sex; it cannot be changed. 
The genetic sex remains the same throughout life 
and cannot be altered at will by any known experi- 
mental procedure. 

When intersexes occur, the combinations of male 
and female structures are so numerous and unpre- 
dictable that even the inspection of the internal 
genitalia does not permit the physician to determine 
whether the individual is a male or a female. The 
reason is obvious. It has both ovaries and testis (in 
the genetic type) and is therefore neither male nor 
female! It has developed in perfect accordance with 
its genotype which has determined that it be an 
intersex. Since we have stated that the genetic sex 
has such great tenacity, it is virtually impossible to 
establish in one of these intersexes a normal male or 
female by any procedure at our command. It has 
therefore been suggested by such eminent men as 
Schiller, Greenhill, and Schmitz that we abstain 
from removing the gonads of these individuals and 
limit ourselves strictly to such plastic procedures 
and purely external interference as will make their 
lives more normal. Furthermore, it is impossible to 
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determine in an intersexual child whether it will 
eventually have male or female feelings. This is 
another reason for interfering as little as possible 
with the genitals of these persons, particularly as 
long as the psychic sex has not adequately mani- 
fested itself. 

In contrast, consider those intersexes that have a 
normal male or female genotype, that is, the hor- 
monal intersex. These people have developed ab- 
normally because they have been subjected to hor- 
monal influences which interfered with the normal 
manifestation of their genetic sex. A common cause 
is a tumor of the adrenal cortex. In this case a nor- 
mal genotype is present, and thus if the cause of the 
hormonal influence can be removed, development 
will revert to the normal sex. How this occurs is well 
described by Witschi, and readers are referred to 
his excellent article. The transformation is not 
caused by stimulation, but by inhibition. Thus, if 
the interfering hormone in a female fetus is an an- 
drogen, it does not stimulate the male secondary 
characters, but inhibits the female characters so that 
there is a relative domination of the male characters. 

All that remains now is to review in summary 
what has been learned from this presentation, see 
how it helps to answer the questions posed in the 
opening paragraph, and from this, formulate sug- 
gestions whereby such catastrophies can be averted. 


Summary and Conclusions 


1. The perpetuated error of calling all anomalies 
inherited should be avoided. Differentiation between 
genetic and environmental causes of fetal abnormali- 
ties is of utmost practical importance, for the former 
is a hereditary disability which may be recurrent, 
whereas the latter is accidental and therefore inci- 
dental. There is thus a need for knowledge of the 
fundamental distinctions between acquired and 
genital defects. 

2. There is great need for a public health pro- 
gram calling for accurate collection of data about 


the incidence of these abnormalities, their relation 
to maternal age and parity, and their familial con- 
centration. This would require the co-operation of 
embryologist, obstetrician, and epidemiologist. 

3. The two extremes of pregnancy are the most 
critical periods as far as survival of progeny is con- 
cerned, but the first two months of gestation (the 
organogenetic period) is the critical stage of em- 
bryonic development and thus the period of great- 
est risk for the entire pregnancy. 

4. Nutritional deficiencies play a very big part in 
the causation of fetal abnormalities, either directly 
or indirectly. Therefore, dietary deficiencies should 
be avoided or corrected, especially during the first 
trimester. 

5. Rh incompatibility has been proven to have a 
higher incidence of fetal abnormality. The investi- 
gation of the Rh factor should thus be a routine 
antenatal procedure with antibody studies where 
indicated. As yet, there is no satisfactory preventa- 
tive measure for erythroblastosis. 

6. It has been shown that rubella contracted 
during the first two months of pregnancy results 
in at least 80 per cent of abnormalities. Thus, when 
a patient presents this problem, she should be made 
aware of the risk of giving birth to a deformed 
child. It is also suggested as a preventative pro- 
cedure that rubella be made a notifiable disease, 
that pregnant women in general be warned about 
the dangers of exposure to rubella, and that those 
who were exposed be treated with immune serum 
immediately. This, I feel, would be a real contribu- 
tion. 

While the genesis of fetal abnormalities has been 
answered only in part, at least a scientific approach 
to the problem has been presented, and if this paper 
serves no other function than to stimulate further 
investigation into this intricate yet absorbing field, 
it will have served its purpose. 


An extensive bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP. 


MEDICAL MAXIMS FOR EVERYDAY APPLICATION 


A LUNG ABSCESS or a pneumonia that fails to subside may conceal a coexisting carcinoma. 


RENAL complications from sulfonamides are more likely in the presence of diarrhea or dehydration. 


—Wuu S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas. 
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Creatment of Crichomonas Vaginitis 


BY SOPHIA J. KLEEGMAN, M.D. 


New York, New York 


The basic plan for treating Trichomonas vaginitis has two objectives, to kill the trichomonads and keep the 
vagina dry. Simple methods for attaining these objectives effect a cure in the majority of cases and provide 
satisfactory control of symptoms in the rest. In unresponsive cases, one should suspect that treatment is being 
improperly applied or that there is some other cause for the vaginitis. 


THERE are so many different treatments proposed 
for Trichomonas vaginitis that it must be obvious 
that none of them is entirely satisfactory. Since 1929 
I have been using a form of treatment which has 
given a higher percentage of cures than I had ever 
been able to obtain with any other method. 


Basic Plan of Treatment 


My treatment is two-fold—to kill the trichomo- 
nads and to keep the vaginal mucosa dry, so they 
cannot grow. It is well to keep the vaginal pH 
around 5.0. For four months or more the patient 
should treat herself even during her menstrual 
periods. Otherwise the infestation is likely to recur. 

In the office a speculum is introduced while the 
patient is in a partial Trendelenburg position. The 
vaginal canal is dried with cotton balls, and in the 
acute stage of the disease the mucosa is swabbed 
with a 2 per cent solution of silver nitrate. In later 
stages a solution of Negatan is used instead. The 
cervical canal is cleansed with an applicator dipped 
into the solution. By turning the speculum, all 
parts of the vaginal mucosa are stretched, treated, 
and dried. The upper two-thirds of the vagina is 


then packed with small tampons of lamb’s wool 
which have been coated with Lassar’s paste (N. F.). 
It is important that the vault of the vagina be well 
packed to keep the vaginal mucosa separated from 
the mucosa of the cervix. The lower third of the 
vagina is left unpacked because if a tampon is put in 
this part of the canal it will make the patient uncom- 
fortable. Should the packing slip down, the patient 
should be instructed to push it back high up into 
the vagina. If the woman cannot do this, she should 
remove it. 

During the first week the patient should be seen 
two or three times. The next two visits can be a 
week apart. The tampons can be left in place from 
two to four days at a time. In the cases of older 
women, who are not menstruating, they can be left 
in place for a week, if they cause no discomfort. 

During intervening menstrual periods the pa- 
tient is instructed to push a suppository of Carbar- 
sone (gr.ii) high up into the vault of the vagina at 
night after she goes to bed. If she does it in the 
bathroom and then walks to bed, the suppository 
may drop down so far that it will not do much good. 
The patient is instructed to keep the vulva and 
perineal regions clean by washing twice a day with 
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tincture of green soap. The soap must be well 
washed away otherwise it will produce itching. If 
there is vulvitis or intertrigo, a soothing ointment 
or lotion, such as calamine lotion or cod-liver oil 
ointment, should be applied. Erosions of the cervix 
are cauterized with the nasal tip thermocautery only 
if they do not heal spontaneously after the vaginitis 
is all cleared up. . 

After the vagina has been free of the trichomo- 
nads for several weeks, one should check the urine 
to make sure that they have not invaded the bladder. 
The urethral glands should be milked and their 
secretion examined for the organisms. If they should 
be found, one should inject medication into the 
urethra and bladder three times a week for three 
weeks. A metal catheter with a rubber collar placed 
one inch beyond the tip is used in treating the 
urethra. A 50 cc. vial of 1 per cent aqueous solution 
of Cinquarsen or 50 cc. of freshly prepared 10 per 
cent solution of Argyrol is used; 15 to 25 cc. is put 
into the urethra, and the rest is injected into the 
bladder. 

Sometimes Skene’s glands have to be destroyed 
by cautery because they remain persistently infested 
with the Trichomonas vaginalis. Unless the parasites 
are cleared out of the bladder and urethra at the 
same time as out of the vagina, reinfestation will, of 
course, take place. 

During the second month of treatment the 
woman should insert a Carbarsone suppository in 
the vagina—one every other night; in the third 
month she should do this every three or four 
nights, and in the fourth month she should do it 
once a week. She should be examined once a 
month. For the patient who objects to leakage from 
the suppositories, 2 tablets of Devegan can be sub- 
stituted. These must be pushed deeply into the 
vagina after the patient has gone to bed. During the 
menstrual period, self-treatment should be con- 
tinued every night. 

If there should be a coexistent vaginal infection 
with a fungus, such as Monilia, the physician should 
paint the entire mucosa with a 2 per cent aqueous 
solution of gentian violet before the vagina is packed 
with tampons containing Lassar’s paste. 

If the patient does not get free of trichomonads 
with this treatment, it is probable that the medica- 
tion is not reaching the vault of the vagina as it 
should, and then a powder blower may prove useful. 
This blower should have a shoulder which occludes 
the vulval orifice and allows the vagina to be dis- 
tended with each pressure of the bulb. 

Gellhorn called my attention to the efficacy of a 


pentavalent arsenic powder (Stovarsol) in the treat- 
ment of trichomoniasis. Two prescriptions which I 
have found useful are: ; 


Rx Pentavalent arsenic dr. i 
Osmokaolin q.s.ad oz. i 
Rx Pentavalent arsenic dr. i 
Lactose q.s.ad oz.i 


One to one-and-a-half drams of powder in the 
blower are sufficient for each treatment. 


Other Methods of Treatment 


Patients can treat themselves with tampons im- 
pregnated with 1% gr. of Stovarsol. There is avail- 
able on the market a tampon containing acetarsone. 
Another good preparation is a sulfathiazole acid 
jelly which can be placed deep in the vagina every 
night. This jelly is composed of 10 per cent sulfa- 
thiazole, 3 per cent lactic acid, 1 per cent acetic 
acid, 0.1 per cent sodium tetra-decyl-sulfate, and 
85.9 per cent polyethylene glycol. This is available 


in proprietary form. 


Need for Treating the Sexual Partner 


When a woman has a sexual partner, it is essen- 
tial that he be examined in order to make certain 
that he is not carrying the organism. It has been 
found in the prostatic secretion and it can probably 
keep living under a long foreskin. That intercourse 
can cause reinfestation was shown in one case in 
which the woman finally confessed that every flare- 
up of the disease, after it had been apparently 
cured, had followed intercourse with a lover whose 
wife also had Trichomonas vaginitis. Whether or 
not the man is a carrier, he should use a condom 
during the first four weeks in which the woman is 
being treated. In the absence of reinfestation, any 
trichomonads which he may be carrying will usually 
die within a month’s time. Rarely do trichomonads 
give the man any symptoms. 

That sexual intercourse is not the only mode of 
transmission is shown by the fact that women with- 
out sexual experience often get the disease. 

Medicated douches are recommended in conjunc- 
tion with the use of powders or tablets, usually pre- 
ceding their insertion. The most popular douches 
contain 2 to 4 ounces of vinegar or 1 to 14% ounces 
of tincture of green soap, or 8 ounces of pure NaCl 
diluted with 2 quarts of water. The douche is best 
taken lying down in the bathtub with the use of an 
occlusive douche nozzle. The two following douche 
prescriptions are also recommended: 
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Rx Ol. Peppermint dr. i 
Phenol dr. ii 
Powdered Alum oz. ii 
Boric Acid Powder q.s.ad oz. iv 


Dissolve 3 teaspoonfuls of powder in 2 quarts of 


warm water. 


Rx Glycerin 4 oz. 
Lactic acid Y oz. 
Phosphoric acid Y oz. 
Solution phenyl-mercuric 

nitrate 1:1000 q.s.ad 1 pt. 


One tablespoonful of this solution added to one 
quart of warm water is used as a douche morning 
and evening. 


Results of Treatment 


The immediate results of proper treatment are 
dramatic in that the symptoms are relieved after the 
first or second application of Lassar’s paste. A 
woman must not be considered cured until she re- 
mains organism-free and symptom-free for a period 
of four months after all treatment has been discon- 
tinued. Most patients who are cured have had from 
six to eight office treatments, followed by three 
months of diminishing self-medication. 

With this regimen, 80 per cent of the women are 
cured. In the other 20 per cent the disease remains 
chronic or recurrent. But even these women with 
the stubborn type of infestation can be kept com- 
fortable if they will continue to carry out some self- 
medication. Usually all they need to do is to insert 
a Carbarsone suppository nightly or three times a 
week, or they can take a vinegar douche (2 oz. of 
vinegar to 2 quarts of water). The minimal amount 
of self-medication that will keep the woman com- 
fortable is recommended. The woman should not 
be left untreated with an annoying discharge and 
a vaginal mucosa too tender for intercourse. 

In the cases of women contemplating marriage, 
even a mild Trichomonas infestation must be cleared 
up because intercourse’ will often cause an acute 
flare-up of the vaginitis with resulting dyspareunia, 
or an erroneous suspicion on the part of the hus- 
band that what his bride has is gonorrhea. She also 
may fear she contracted gonorrhea from him. 


Failures in Diagnosis and Treatment 


Trichomonas vaginitis occurs frequently and yet 
is so commonly overlooked or erroneously treated 
that I would like to urge every physician to keep in 
mind that the organism may fail to be recognized 
under these conditions: 
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1. Ifa douche or other medication has been used 
within 1 to 14 days before examination. 

2. If soap or glycerin or other lubricant damaging 
to the organism is present on the gloved finger. 

3. If the slide is allowed to dry, since the organ- 
isms are killed rapidly by drying. 

4. If the smear is so thick that the organism does 
not have room to move around freely, and is ob- 
scured by thick clumps of pus cells. Since the 
organism is only recognized by its motion, there 
must be sufficient dilution with normal saline to 
give a clear picture, with ample space between cells 
for the organism to move about. 

5. If the use of a cover slip or the high-power 
lens is omitted. 

6. If the saline diluent is not of the proper 
strength. It must be physiologic solution. 

7. If the microscope is too close to open win- 
dows, the organisms are chilled and do not move. 
Although it is not necessary to use warmed saline 
or a warm stage, the saline and the room tempera- 
ture should be about 72°. The microscope light, 
placed directly under the stage, keeps the tempera- 
ture favorable for prolonged observation. 

Trichomonads may be erroneously reported to be 
present if an inexperienced observer looks at the 
slide while the fluid is still in motion, and interprets 
pus cells moving with the stream as trichomonads. 
This infestation cannot be diagnosed on the basis 
of a characteristic clinical picture only. Vaginitis 
due to other causes may look like it. Diagnosis de- 
pends upon verifying the presence of the organism 
by microscopic examination. 

If a woman, while still under treatment, continues 
to harbor trichomonads, the medicine is not being 
placed high enough in the vault of the vagina, or 
the parasite is hiding, perhaps in the urethra. 
Occasionally while under treatment, a woman will 
get a chemical vulvitis due to sensitiveness to the 
medication. Then one must change to something as 
bland as Floraquin, or some soothing ointment. 

If symptoms of burning, itching, and dyspareunia 
persist even when the trichomonads are cleared up, 
and if chemical vulvovaginitis has been ruled out, 
then there may be some concomitant condition, 
such as a fungus infection or postmenopausal atro- 
phy with ensuing dryness of the vagina. 

Dyspareunia is due to local disease in 85 per cent 
of the cases. Too many women have their marital 
relations seriously hampered because of lack of cor- 
rect diagnosis or lack of adequate treatment. In all 
cases of Trichomonas vaginitis, the patient can be 
cured or kept comfortable with proper treatment. 


Self-Help Device 


BY JOSEPHINE J. BUCHANAN, M.D. 


AND NAOMI O. LOEB, O.T.R.! 


WHEN a patient has such severe disabilities of his hands 
that no self-care is possible, he is totally disabled and 
requires the constant services of an attendant. Various 
splints have been developed which allow such a patient 
to care for himself and thus perform other hand ac- 
tivities with the aid of “‘gadgets.” Most of these splints, 
however, are expensive, and can be made by only a few 
brace-makers. The splint which is described here has 
the following advantages: It is made of easily obtainable 
material, it is inexpensive, it can be made by the attend- 
ing physician or a member of the patient’s family, and 
it can be remolded when desired. 

This splint is of use to patients with incomplete or 
insufficient grasp, particularly those who have had 
spinal cord injuries, poliomyelitis, arthritis, and other 
neurologic and orthopedic conditions. With such a 
device, the person not only can assist in his own care, 
but has the potentialities for undertaking many useful 
and profitable pursuits. Thus, the severely disabled pa- 
tient may have some potentialities for vocational re- 
habilitation within the home. 

The splint is made of three layers of laminated Celas- 
tic, which has been softened in a special solvent. Each 
layer must thoroughly dry before the next is applied. 
An 18-gauge metal strip is bent to a 40° angle and in- 
serted between two outside layers to reinforce the “‘cock- 
up” position. Webbing straps to which buckles are at- 
tached are inserted and laminated between the bottom 
and middle layers. While the splint is still soft, it is 
molded to the patient’s arm and palm. On the outer 
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Many splints have been developed which al- 
low disabled patients to care for themselves. 


layer, various tunnels and slots are formed, which will 
receive the “‘gadgets.” The splint is then allowed to 
harden with the “gadgets” in place. When dry and 
hard, the splint is made waterproof with two coats of 
finishing lacquer. The “gadgets” can then be removed 
or replaced at will. 

Many self-help and otherwise useful “gadgets” can 
easily be made by taping to a tongue depressor or 
dowel stick, a razor, fork, spoon, toothbrush, etc. The 
dowel stick is useful in that it can be rotated in the slot 
by the patient, using his teeth for this purpose. A pencil 
or small ball-point pen can be fitted into a separate 
tunnel at the best angle for writing. The pencil or other 
stick may also be used for dialing a telephone. Since the 
Celastic can be resoftened with solvent, readjustment of 
the various slots and tunnels can be accomplished. This 
allows for readjustments of “‘gadgets” to most advan- 
tageous positions or angles after a trial period. 

The Celastic and the solvent are supplied by the 
Joseph Jones Co., 177 William Street, New York City. 
The prices quoted currently are: 1 yard of Celastic (50” 
wide), $5.10; 5 gallons of solvent, $9.50; 2 lbs. lacquer 
flakes, $2.00. These are the minimum amounts sup- 
plied. Approximately eighteen to twenty splints can 
be made from this amount of material. Thus, the cost 
of each splint, including the webbing and buckles is less 
than $1.00. The advantages of this splint are as follows: 
(1) The cost is negligible. (2) It is easily made without 
special skills. (3) Perfect fit is readily obtainable. (4) It 
is extremely light in weight. (5) It may serve to prevent 
hand and wrist deformities. (6) It enables totally dis- 
abled persons to perform many self-care and vocational 
activities. (7) It lessens attendant care of the severely 
disabled patient. 

Details of construction with useful hints for ease in 
management of the Celastic can be furnished by the 
authors on request. 
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Accidental Poisonings in Children 


BY J. P. PRICE, M.D. 


Florence, South Carolina 


Acute accidental poisonings of children result from children’s inquisitiveness and parents’ carelessness. Physicians 
must practice preventive medicine for poisonings as well as for contagious diseases. Most poisonings are treated 


by emptying the patient's stomach—syrup of ipecac is used when equipment for gastric lavage is not available. 
Certain specific measures are important—esophageal dilatation for lye strictures, BAL for heavy metals, 
atropine for cholinesterase-inhibitor insecticides, vitamin K for Dicumarol-type rat poison—but good symptomatic 


and supportive care is just as essential. 


*\Docror, what shall I do?” The words come 
tumbling over the telephone. “Little Mary just 
drank some floor polish. I was waxing the floor 
and the telephone rang, and while I was talking 
I heard Mary coughing like she was choking. I 
ran to her and she had the bottle of polish in her 
hands and there was some around her mouth, and 
I know she must have drunk some. She is still 
coughing and looks sick at the stomach. What shall 
I do?” 

No doubt every physician who deals with child- 
ren in his practice has had a question of this type 
put to him on numerous occasions. Sometimes 
the answer is easy to give; at other times it is 
quite difficult to know what to say or what to do 
—-particularly when the ingredients of the ingested 
material are unknown or are one of the poisons 
which are infrequently encountered in everyday 
practice. 

In this article I have selected for discussion those 
accidental poisonings which are most commonly 
seen in children—at least in this section of the 
country. I have presented the forms in which the 
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poisons may be obtained by the child, the symptoms 
that may arise, and the immediate and subsequent 
treatment. The paper is limited to the acute poi- 
sonings, and no mention is made of the chronic 
types (such as lead, bromides, arsenic) which are 
occasionally seen. 


Hydrocarbons 


Poisonings from hydrocarbons (particularly ker- 
osene) are not uncommon. One of the easiest ways 
to start a stove or grate fire is to throw kerosene on 
the kindlings. Those who use this method occasion- 
ally keep the kerosene in a soft-drink bottle or 
small glass jar. If the receptacle is not well hidden, 
it is likely to be found by the small child, who, ac- 
customed to liquids in glass containers, raises it 
to his lips and starts drinking. His crying and 
coughing attract the attention of his mother, and 
pandemonium ensues. 

My first experience with this type of poisoning 
was encountered soon after I started in practice. 
A search of such textbooks and journals as were 
available gave little information except for the state- 
ment that kerosene might cause an enteritis. I 
lavaged the stomach and kept the baby under ob- 
servation for twenty-four hours. The child ran an 
uneventful course, and I concluded that the drink- 
ing of a small amount of kerosene was of little 
consequence. Subsequent cases, however, includ- 


ing two fatalities, have changed my opinion and I 
now regard hydrocarbon poisonings with respect. 

The first symptoms are due to the local irritation 
in the throat, followed by those due to volatiliza- 
tion and absorption of the poison; coughing, vomit- 
ing, drowsiness, and cyanosis. One child whom I 
saw was extremely cyanotic following the drinking 
of liquid floor polish and was in a stupor. (Infor- 
mation from the manufacturer revealed that the 
vehicle in which the wax was suspended was 
naphtha.) 

If the child survives this first phase, and he usual- 
ly does, he may enter the second stage—that of a 
bronchitis or bronchopneumonia due to chemical 
irritation from the aspirated material. In the cough- 
ing and gagging which take place when the child 
drinks the fluid, it is only natural that he should 
suck some of the poison directly into his bronchial 
tree. The ensuing damage to his lungs may be 
relatively mild or quite severe. In one instance, 
where I saw the child in consultation, there was not 
only extensive bronchopneumonia but also a pneu- 
mothorax between the right lung and diaphragm. 
Unfortunately, request for autopsy was denied so 
we were unable to determine the etiology of the 
latter finding. 

Recently certain investigators have suggested the 
possibility of pulmonary irritation resulting from 
excretion of the hydrocarbons by the lungs after 
absorption into the body. This may account for 
some of the bronchitis which follows hydrocarbon 
poisoning. 

The immediate treatment of kerosene or other 
hydrocarbon poisoning is that of emptying the 
stomach. Gastric lavage is advised by most writers 
who, at the same time, advise against emetics for 
fear of aspiration. If the child is in the office or hos- 
pital where equipment is available, I use lavage and 
keep the child lying on his side during the pro- 
cedure. In the home, however, I do not hesitate to 
use syrup of ipecac as an emetic. It empties the 
stomach well, and I do not believe the fear of aspira- 
tion is well grounded. If anyone has observed a 
child who has been given ipecac, he will have noted 
that the youngster has no time for aspiration when 
the stomach contents begin to move. 

Once the stomach has been emptied, the child 
should be kept under close observation—preferably 
in a hospital—for forty-eight hours. One of the 
antibiotics should be given as a precautionary meas- 
ure, and the chest should be examined frequently 
for signs of bronchial irritation. Oxygen should be 
kept available, for in a rare case sudden collapse 
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may occur as long as twenty-four hours after the 
poison is ingested. I know of one such case in 
which the child died suddenly—much to the con- 
sternation of the attending physician who had al- 
lowed the child to go home after gastric lavage. 
Should bronchopneumonia develop, antibiotics 
and supportive therapy are indicated. X-rays are of 
help in determining the extent of the involvement 
and will frequently give information not evident on 
physical examination. The prognosis is favorable in 
most cases although there may be persistent cough. 


Lye 


Lye is still used for cleansing and scouring pur- 
poses, and although poisoning from drinking it is 
seen less and less, it is still encountered. 

A caustic, lye produces irritations and burns of 
the mouth, throat, esophagus, and stomach with 
frequent secondary scarring and stenosis of the 
esophagus. If the child is seen immediately after 
drinking the poison, gastric lavage with a weak acid 
solution is indicated—but the tube should be well 
lubricated and passed with extreme care. If an hour 
has elapsed, it is best to withhold lavage and to give 
the child small doses of olive oil at frequent inter- 
vals. The child is then placed on a liquid diet for 
several days. 

Should a sufficient amount of the caustic have 
reached the esophagus to produce a severe burn, 
healing with stricture formation will usually de- 
velop within one to three weeks. The child finds it 
difficult to swallow solid foods, then finds it difficult 
and finally impossible to swallow liquids. Under 
such circumstances, gastrostomy must be performed 
and the child fed through the tube while attempts 
are made to dilate the esophagus. 

Many cases of esophageal stricture may be pre- 
vented by early dilatation. On the fourth day after 
the lye is swallowed, a small, weighted, eyeless rub- 
ber catheter is passed into the stomach and left in 
place for two to three minutes. The tube must be 
well lubricated and passed with care. The pro- 
cedure is repeated daily for ten days. A slightly 
larger tube is then employed, and the intervals be- 
tween dilatations increased to three times a week 
for three weeks. After this, the interval may be 
reduced to once a week. 

The use of penicillin following the drinking of 
lye has been reported to help greatly in the preven- 
tion of scar formation. I have had no experience 
with this method of treatment but I will certainly 
use it in my next case. 
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Arsenic 


Arsenic poisoning is occasionally encountered in 
children. The chemical is the active ingredient in 
certain kinds of rat poisons—particularly those of 
the syrupy type—and the child who puts foreign 
matter in his mouth makes no exception of these 
preparations. The chemical in powdered form is 
also used as the basic ingredient of certain insecti- 
cides and, although it should never be brought into 
the home, accidents still occur. I treated three 
children in one family who had been poisoned from 
biscuits in which an arsenical insecticide had been 
used in place of flour. Fortunately the taste of the 
biscuits was such that not too many were eaten and 
the children recovered in time. 

The early symptoms of poisoning—and these 
may appear within an hour after the arsenic is eaten— 
are nausea, vomiting, and profuse and painful diar- 
rhea. Dehydration may ensue rapidly, with result- 
ant diminution of urinary output, accompanied by 
albuminuria and hematuria. Later the patient may 
develop pain in his extremities, cyanosis, stupor, 
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convulsions, and general paralysis. Death may oc- 
cur within a period of hours. 

If the patient survives the acute stage, he may 
develop polyneuritis, myelitis, encephalitis, pur- 
pura, leukopenia, anemia, and dermatitis. 

The immediate treatment is that of emptying the 
stomach, preferably by lavage, although I would not 
hesitate to use an emetic if a lavage tube was not 
readily available. Solutions which have been advised 
are soda bicarbonate, a mixture of ferrous hydrox- 
ide and magnesium oxide, and BAL. 

The next step in treatment is that of combating 
dehydration as it develops, and the giving of BAL. 
The recommended dose of BAL is 3 mg, (as a 10 
per cent solution in oil) per kilogram, given intra- 
muscularly every four hours for the first two days, 
every six hours on the third day, then every twelve 
hours for ten days or until recovery is complete. 
(BAL is also used in other heavy metal poisonings). 

The further complications of arsenic poisoning 
(¢.e., neuritis, encephalitis, dermatitis) should be 
treated from a supportive standpoint, since there 
is no specific treatment known at present to be of 
value in this late stage. 


Mercury 


Now that the public is accustomed to the use of 
magnesium sulfate instead of bichloride of mercury 
for wet dressings and soaks, and milk of magnesia 
has supplanted calomel, poisoning from mercury is 
relatively rare in children. 

The early symptoms are experienced in the ali- 
mentary tract—painful lesions in the mouth, throat, 
and stomach; vomiting and severe abdominal pain; 
profuse, bloody diarrhea. As the drug is absorbed, 
evidence of kidney involvement appears in the form 
of albuminuria, hematuria, and oliguria. Damage to 
the capillaries, with resulting transudation of pro- 
teins and fluids, leads on to circulatory failure and 
possible death. 

The poison should be removed from the stomach 
as quickly as possible since absorption is rapid. 
Solutions recommended for lavage are milk, egg 
white, 5 per cent sodium formaldehyde oxalate, 
milk of magnesia, and sodium bisulfite. BAL should 
be started immediately (as outlined above). Other 
complications are treated symptomatically. 


Mild nicotine poisoning from the eating of cig- 
arette stubs is not uncommon in small children but 


it is usually of little consequence. The child becomes 
quite nauseated, vomits the material, stays pale and 
nauseated for a brief interval, and then returns to 
normal. The treatment is symptomatic once the 
stomach has been emptied. 

Severe or fatal poisonings are rare but do occur. 
Nicotine is one of the most powerful and rapid 
poisons known and may be absorbed not only from 
the mouth and stomach but also from the conjunc- 
tiva, rectum, vagina, and skin. Fatalities have oc- 
curred from tobacco enemas for intestinal parasites— 
fortunately this custom has been discarded. 

The present source of possible severe nicotine 
poisoning is an insecticide (such as the widely 
used “Black Leaf 40’) which contains a high con- 
tent of nicotine sulphate. I attended such a case 
which terminated fatally—an 8-year-old girl who 
was forced to drink some of the fluid by a man who 
attacked her. 

The symptoms of severe poisoning are nausea, 
vomiting, sweating, vertigo, dyspnea, stupor, con- 
vulsions, accelerated pulse, and respiratory failure. 
In the presence of a lethal dose of nicotine, death 
may occur within a few minutes. 

The immediate treatment is that of gastric lavage, 
using a solution of tannic acid, or strong tea or 
coffee. All clothing should be removed and the body 
scrubbed—to guard against any absorption from the 
skin. Oxygen and artificial respiration if necessary 
should be used continuously until the danger period 
has passed. Respiratory stimulants are indicated at 
the first sign of respiratory difficulty. 


Turpentine 


**A few drops of turpentine on some sugar” is an 
old remedy for coughs in children, and one oc- 
casionally finds it used at the present time. An 
overdose of the preparation may produce mild 
poisoning. Severe poisoning may be encountered 
when the child, by accident, drinks some spirits of 
turpentine or drinks floor polish in which the wax 
is suspended in oil of turpentine. 

The first symptoms are those of the gastrointes- 
tinal tract with abdominal pain, nausea, vomiting, 
and diarrhea. As the substance is absorbed, evi- 
dence of renal (hematuria and dysuria) and cerebral 
(excitement, stupor, and coma) irritation appear. 
Recently I encountered an unusual complication 
when a child drank some liquid floor polish (wax 
suspended in oil of turpentine and oil of cedar- 
wood) and developed an extensive bilateral aspira- 


tion pneumonia. 
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The treatment is entirely symptomatic—gastric 
lavage, administration of parenteral fluids as in- 
dicated, and general care. If there is a possibility 
that the child may have aspirated some of the 
poison, antibiotics should be given as a precaution- 
ary measure. 


Atropine, Belladonna, Stramonium 


Since some children and infants are more sensi- 
tive than others to atropine or belladonna, mild re- 
actions (flushing of cheeks, rapid pulse, fever) are 
not uncommon in the routine use of the drugs, and 
they cause little concern. Severe poisoning, how- 
ever, may result from an overdose of the drug. 
Atropine is frequently prescribed in a solution with 
instructions to give a certain number of drops be- 
fore feeding. When too many drops are given or 
when a child drinks some of the solution, trouble en- 
sues. Stramonium poisoning may occur when chil- 
dren eat the leaves, pods, or flowering tops of 
jimson weed. 

Symptoms of poisoning from these three drugs 
are essentially similar. The early manifestations are 
flushed cheeks, dryness of the mouth, and fever. 
Thirst soon develops, along with difficulty in swal- 
lowing and talking. The pupils become dilated. 
Further symptoms are a rapid and weak pulse, 
elevated blood pressure, and difficult urination. 
Frequently an erythematous rash appears over the 
face and neck. 

An interesting manifestation of this type of poison- 
ing is mental excitement and confusion. A scene 
which I will not soon forget was created by two 
small girls who had eaten the seeds from the pod of 
a jimson weed. With flushed cheeks, dilated pupils, 
and a vacant stare they sat on the hospital beds 
plucking nothing out of the air. 

The first step in treatment is to empty the stomach 
by lavage, using a solution of weak iodine or strong 
tea. Sedatives, not narcotics, are indicated for con- 
trol of the excitement, but should be used cautiously 
since respiratory paralysis may develop. Respira- 
tory stimulants and even artificial respiration may 
be indicated in the severest cases. Hydrotherapy 
and parenteral fluids are of value in combating the 
high fever. 


Barbiturates 


With phenobarbital and other stronger barbi- 
turates being used so widely—not only to quiet 
crying and fretful babies but to sooth the jangled 
nerves and dispel the insomnia of many adults— ~ 
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poisoning from these drugs is not uncommon. 

The usual symptoms are extreme drowsiness, 
somnolence, stupor, coma, respiratory and circula- 
tory depression. Occasionally one sees extreme 
restlessness and hyperexcitability. Well do I re- 
member a little boy of three who gave his mother 
and me a battle royal following a slight overdose of 
Nembutal. Like a worm in hot ashes, he twisted and 
turned, refusing to be quieted or even to be held. 
When he attempted to walk he tottered like a 
drunk. I tried to put him in a tub of warm water 
and ended up wetter than he. He finally went to 
sleep, in spite of our efforts, and awakened his usual 
self. 

The stomach should be emptied of the drug as 
soon as possible. Fluids by mouth or parenterally 
are indicated in severe poisonings, to produce 
diuresis. Respiratory stimulants may be necessary 
and I believe Coramine to be the drug of choice. 
Oxygen and artificial respiration may also be neces- 
sary. For cardiac failure, ephedrine may be given. 
The prognosis is usually good—I have seen children 
recover after several hours of deep stupor—and 
one should guard against overstimulation with such 
drugs as caffeine which can produce convulsions. 


Antihistamines 


Now that so many home drug cabinets contain 
some form of antihistamine drugs—in tablet or 
liquid form—we may expect to see more poisonings 
from these preparations. 

The usual symptoms of mild intoxication are well 
known—somnolence, inability to concentrate, and 
dizziness. In some individuals insomnia, tremors, 
and nervousness are encountered. A child of three, 
who had been given an overdose of Pyribenzamine, 
put on quite a show for his parents and me one 
morning at two o’clock as he staggered here and 
there across the bedroom floor, bumping into furni- 
ture, and refusing to go to bed or to sit in his 
mother’s lap. 

Severe poisoning may result in convulsions, cya- 
nosis, cardiac and respiratory failure, high fever, 
and death. Dr. Douglas Jennings of Bennettsville, 
S. C., consulted me by telephone with regard to a 
3-year-old girl who had taken 275 mg. of Benadryl 
in capsule form, and here is his account of the case: 

“The girl was found by the mother eating the 
Benadryl and was given salt water to produce vomit- 
ing. Fifteen minutes later she became quite drowsy, 
and began to have twitching movements of the 
hands; she was rushed to the hospital where lavage 
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was performed. She soon began to have convulsions 
which lasted off and on for six hours. The twitching 
movements of the hands lasted another twenty- 
four hours. Treatment consisted of small doses of 
sodium phenobarbital, cool wet packs, and a cool 
water enema. The child was very drowsy for twenty- 
four hours but at the end of forty-eight hours ap- 
peared to have recovered completely.” 

The treatment for antihistamine drug poisoning 
is entirely symptomatic since there is no known 
specific antidote. The stomach should be emptied 
immediately. Should convulsions develop, seda- 
tives should be administered with great care, since 
the drug itself may be a depressant. Some writers 
claim that sedatives should not be used, but it is my 
feeling that they are justified when the convulsions 
are severe. Oxygen and supportive measures should 
be used as indications arise. 


Opiates 


Opiate poisoning in children is rare and yet it is 
occasionally encountered. Two cases will illustrate 
the possible sources of trouble. In the first instance, 
a physician was called out to a tenant farmer’s home 
to see a small infant with a mild respiratory infec- 
tion accompanied by a copious secretion of mucus. 
To suppress the secretion, the doctor reached into 
his bag, took out a small bottle, and gave the mother 
what he thought was a 1/150 gr. tablet of atropine 
sulphate—and told her to dissolve it in six tea- 
spoonfuls of water, giving the baby one teaspoonful 
every four hours. But the doctor was tired at the 
end of a hard day, the light was poor, and what he 
actually gave the woman was a % gr. tablet of 
morphine sulfate. The baby eventually recovered 
but only after a strenuous battle. , 

In the second case, a month-old baby was taken 
to the family physician with the story that the baby 
had been doing well, although a little colicky, and 
then suddenly went into a stupor with slow respira- 
tions. Feeling that the baby needed hospital obser- 
vation, he referred the baby to me. On examination 
I noted the pinpoint pupils and asked whether any 
medicine had been given. This was emphatically 
denied, but the father caught my eye and beckoned 
me out into the hall. “We all promised not to tell,” 
he explained, “but the baby was having colic and 
his grandmother gave him some paregoric—just 
how much I don’t know, but I think it was probably 
too much.” Fortunately the dose had not been too 
great and the baby responded readily to treatment. 
The explosion came when I called the family physi- 


cian. “You mean to tell me,” he said, “that I sent 
that baby sixty miles to see you, all because that 
fool father wouldn’t tell me. Just wait until I see 
him.” I have always regretted that I did not hear 
that later conversation for my colleague was an 
artist at expressing himself. 

The symptoms of opiate poisoning are stupor, 
pinpoint pupils, slow respiration, cyanosis, and 
coma. The treatment consists of gastric lavage, 
respiratory stimulants, oxygen, and artificial respi- 
ration if necessary. 


Salicylates 


Although aspirin is one of the safest of drugs in 
its usual dosage, poisoning may occur when large 
amounts are ingested, and such occurrences seem 
to be on the increase now that the manufacturers 
have prepared tasty small tablets. Only recently I 
treated a little boy who had eaten 45 grains of the 
drug. 

The first symptoms of salicylate poisoning are 
referred to the gastrointestinal tract due to the 
caustic action of the acid—nausea, vomiting, diar- 
rhea, and abdominal pain. The more serious com- 
plications take place after absorption and are due 
primarily to a disturbance of the acid-base balance 
of the blood with subsequent acidosis. Hyperpnea, 
headache, mental confusion, and extreme sweating 
appear. These are followed by delirium and mania. 
Death is due to circulatory collapse. 

The stomach should be lavaged. Dehydration 
should be combated with 5 per cent dextrose solu- 
tion. M/6 sodium r-lactate in Ringer’s solution 
given intravenously or subcutaneously is of great 
value in combating the acidosis. External heat, 
oxygen, and sedatives should be used as indicated. 


Benzedrine and Dexedrine 


These drugs are being prescribed quite frequent- 
ly for adults, and it is not surprising to be con- 
fronted with occasional poisonings in children. 
Cases have been reported of children sucking on an 
inhaler (these have since been taken off the market) 
until the drug was dissolved by saliva. Recently my 
associate, Dr. W. M. Hart, was called in consulta- 
tion to see a 2-year-old boy who had eaten an un- 
known number of Dexedrine tablets. Here is a 
summary of what transpired: 

‘For about twelve hours he appeared markedly 
agitated with rapid pulse, staring expression, and 
unawareness of his surroundings. Though up and 
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around, he paid no attention to his parents nor to 
any one else. Hallucinations were prominent. Sev- 
eral hours were spent in lacing and unlacing a shoe. 
The symptoms were maximal ten hours following 
the ingestion of the drug. Small doses of phenobar- 
bital were given which may have delayed the peak 
of symptoms. The child made a complete recovery. 
(Both of the child’s parents were physicians so the 
child did not lack for careful observation.)” 

If the child does not recover from the excitement 
stage, he may develop delirium, fatigue, severe de- 
pression, or coma. Death may be the terminal result. 

Treatment is entirely symptomatic. The stomach 
should be emptied immediately. Sedatives are in- 
dicated for the restlessness but should be used with 
extreme care so as not to throw the child prema- 
turely into the depressive stage. Hydrotherapy is of 
some value. 


Parathion (Insecticide) 


The battle against harmful insects continues, and 
new insecticides are appearing frequently. Many of 
these are poisonous to humans, and although the 
products are plainly labeled by the manufacturers as 
such, accidents still occur. 

One of these new insecticides, Parathion, is being 
used extensively for the control of insects and mites 
in tobacco and fruit crops, and indications point 
toward its successful use in the cultivation of 
vegetables and grain. For this reason, physicians, 
particularly those who practice in agricultural areas, 
should know about its toxic reactions. 

Parathion comes as a “‘wettable powder” which is 
diluted in water and used as a spray, or as a dust 
which is blown on to the plants. Humans may be 
poisoned through inhalation or through skin ab- 
sorption of the material. Those using the products 
are advised to use masks and some type of water- 
proof or protective clothing. Mr. Norman Allen of 
the Clemson College Extension Service, who gave 
me much of this information, showed me pictures 
of a shield which is being used in front of the driver 
of the tractor to serve as a protection. 

When absorbed, parathion inactivates the cho- 
linesterase enzymes, thus stimulating the parasym- 
pathetic system. The symptoms which develop are 
contraction of the pupils, lacrimation, headache, 
nausea and vomiting, excessive perspiration, and 
extreme salivation. In fatal cases, the patients liter- 
ally drown in their own secretions. 

The initial treatment consists of emptying the 
stomach, removing all clothing, and thoroughly 
scrubbing the skin with soap and water. 
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The antidote to parathion is atropine in large 
doses. The drug, in double or triple the average 
dose, is given at hourly intervals until the pupils 
begin to dilate and until the secretions are sup- 
pressed. Postural drainage is of great value and 
oxygen is frequently necessary. The patients should 
be observed continuously for at least forty-eight 
hours. 


Warfarin (Rat Poison) 


Recently, I had my first experience with Warfa- 
rin. A physician referred to me a small girl who had 
eaten some of this material in a “rat pie.” Fortunate- 
ly, the child ate very little and developed no un- 
toward symptoms. 

Warfarin is a chemical cousin of Dicumarol with 
the same capacity for reducing the clotting ability 
of the blood. It is highly effective in rats and mice 
and is fed to them in the form of a paste. The first 
dose does not kill and the preparation must be 
eaten over a period of five to fourteen days. Death 
comes through internal bleeding. If the dose is not 
lethal, complete recovery ensues. Warfarin should 
be kept away from dogs, cats, livestock, and 
particularly children. 

The symptoms of Warfarin poisoning are essen- 
tially those of Dicumarol—hematuria, bleeding from 
the alimentary tract, and bleeding into other tissues 
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of the body, including the brain. A determination 
of the prothrombin time is of great value in de- 
termining the amount of damage done by the poison. 

The treatment consists of emptying the stomach, 
and the intravenous administration of menadione 
sodium bisulfite, supplemented with blood trans- 
fusions if needed. 


Comment 


As long as parents are careless and children are 
inquisitive, we will continue to have accidental 
poisonings. Efficient treatment of the poisoning, 
once it has occurred, is essential, but this is just a 
part of the solution of the problem. Adults must be 
made to realize the dangers of the situation and to 
adopt adequate protective measures. Only in this 
way will the possibilities of accidental poisoning in 
children be abolished. 

The physician must assume a dominant role in 
this campaign of education. His scientific knowledge 
and his personal experience with poisonings—both 
as to the manner in which the poison is obtained by 
the child and the effect which it has on the patient— 
make him a teacher who can speak with authority. 


Postirradiation Hemorrhage 


In THESE days of planning for defense against atomic 
attack, scientists are much concerned with the treat- 
ment of late effects of ionizing radiation. One of the 
most serious is the development of an abnormal 
bleeding tendency. Control of this effect is important 
for at least two reasons: It contributes largely to 
postirradiation anemia, and it is a potential cause for 
untimely death when hemorrhage involves a vital 
area. 

Postirradiation hemorrhage results from at least 
three factors, apparently unrelated in origin and 
having different times of onset (Hempelmann, et al.: 
Ann. Int. Med., 36:279, 1952). Increased capillary 
fragility appears earliest and is believed to be due 
partly to direct vascular injury. Thrombocytopenia 
develops later and is a consequence of bone marrow 
depression. Finally, in some animals subjected to 
x-irradiation, a circulating anticoagulant has been 
found (Allen, et al.: J.A.M.A., 145:704, 1951). This 
substance has not been identified although its physi- 
ologic action resembles that of heparin. 

It has been assumed that blood transfusions would 
be helpful in controlling the bleeding phenomena 
which follow exposure to ionizing radiation. There 


The doctor must become accident-conscious. As 
he talks with parents in his office and in their homes 
he must discuss the prevention of poisonings just as 
he does the prevention of disease. Keeping all 
medicine in a special place out of reach of the child, 
discarding all bottles and cardboard boxes in which 
small amounts of old medicine still remain, avoid- 
ing the use of soft drink bottles or small glass jars 
for holding solutions which are harmful if drunk, 
guarding against a child coming close to a can or 
bottle of cleaning liquid or polish which is being 
used, keeping all insecticides and animal poisons 
in the garage or barn and never bringing them into 
the home, keeping the child away from any shrubs 
or plants which have been sprayed recently, teach- 
ing the child the danger of eating the leaves or 
seeds of growing plants—these are some of the 
simple and yet fundamental lessons which the 
doctor must teach, day by day, as he deals with his 
little patients and their parents. In so doing, he will 
become the leader in the eradication of accidental 
poisonings in children, just as he has been the 
leader in the elimination of contagious disease 
through education in the value of immunization. 


have been almost no opportunities to test the validity 
of this assumption, using human subjects. Adequate 
studies on this point were lacking in the victims of 
the atom bomb attacks at Hiroshima and Nagasaki. 
However, Allen and his associates have recently 
investigated the influence of blood transfusions on 
hemorrhages in dogs which had been exposed to 
total-body irradiation (Science, 115 :523, 1952). It was 
found that transfusions had no therapeutic value for 
control of hemorrhage. As a matter of fact, in some 
animals bleeding was aggravated by transfusions—an 
effect ascribed to endogenous heparinemia resulting 
from transfusion reactions. Although blood trans- 
fusions were not beneficial for postirradiation 
hemorrhage in dogs, this did not depreciate their 
value for relief of shock and control of anemia. 

It seems quite probable that these results are 
directly applicable to humans. If so, we have gained 
useful knowledge and should be able to employ our 
limited supplies of blood more effectively in the 
event of atomic disaster. Moreover, this knowledge 
gives a valuable stimulus to the search for a truly 
effective method of controlling postirradiation bleed- 
ing. 
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BY J. E. ESTES, M.D. 


Division of Medicine, Mayo Clinic, Rochester, Minnesota 


The effect of sudden occlusion of a peripheral artery is influenced to a variable degree by spasm of collateral 
vessels; the greater the spasm, the greater the ischemia. The onset of symptoms is as often insidious as 

sudden. Pain is an initial symptom in only half the cases. This fact emphasizes the need for careful evaluation of 
other symptoms—coldness, pallor, and paresthesias. Treatment must be prompt to be effective. The mainstays 


are anticoagulants and measures to promote local vasodilatation. 


Tue sudden occlusion of a major peripheral artery 
is a serious medical emergency. Unless prompt, 
effective treatment is instituted, gangrene of the 
affected limb or death of the patient may ensue. 
Therefore, it is essential for every physician to be 
alert to the possibility of acute arterial occlusion in 
patients with symptoms referable to their extrem- 
ities. In addition, he must be proficient in the diag- 
nosis and skillful in the treatment of this syndrome. 
There can be no inadequate measures, diagnostic 
or therapeutic, if the best interests of patients with 
acute arterial occlusion are to be served. 


Etiology 


Acute arterial occlusion is most often the result 
of thrombosis or embolism, but may also be due to 
ligation or severance. Arterial thrombosis and em- 
bolism almost always occur as a result of disease of 
the arteries or of the heart. Sudden arterial occlu- 
sion occurs in approximately 10 per cent of persons 
with arteriosclerosis obliterans and thromboangiitis 
obliterans (Buerger’s disease). An atherosclerotic 
aorta and aortic and arterial aneurysms are at times 
the sites of thrombosis and, therefore, the source 


of emboli which dislodge to occlude a more distal 
artery. Less common as a cause of sudden arterial 
occlusion is an inflammatory process in the tissues 
surrounding an artery or an inflammation in the 
arterial wall occurring in the course of a severe in- 
fectious disease (mycotic arteritis). 

Emboli may be released from the heart and result 
in acute arterial occlusion at some time in the course 
of several types of heart disorder; namely, auricular 
fibrillation, acute myocardial infarction, cardiac de- 
compensation, cardiac aneurysm, or valvular heart 
disease. The type of valvular heart disease which is 
most frequently associated with arterial embolism 
is chronic rheumatic endocarditis with mitral ste- 
nosis and auricular fibrillation. 

Sudden arterial occlusion is at times the result of 
surgical severance and ligation, traumatic severance 
owing to bullet or stab wounds, or a severe crushing 
wound. 

Relatively rare causes of sudden arterial occlusion 
are local invasion of an artery by a contiguous neo- 
plasm, embolism by tumor cells, syndromes related 
to the thoracic outlet (for example, scalenus anticus, 
hyperabduction and cervical rib syndromes), and 
paradoxical embolism. The last-mentioned condi- 
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tion is the result of the passage of a venous embolism 
through a patent foramen ovale into the arterial 
circulation. There are instances of acute arterial 
occlusion in which no underlying disease is ap- 
parent. It has been proposed that in these instances 
the blood of the patient may clot more readily than 
normally. However, no laboratory tests prove this 
conclusively. 


Pathophysiology 


The immediate effect of sudden occlusion of a 
major peripheral artery is a marked decrease in the 
flow of blood to the affected extremity beyond the 
point of occlusion. This ischemia is noted most 
prominently in the distal portions of the extremity. 
In addition to organic occlusion, there is the factor 
of arterial spasm. There are no satisfactory objective 
means of measuring accurately the part played by 
arterial spasm in acute arterial occlusion. However, 
there is evidence to suggest rather strongly that 
spasm does play an important role in the symp- 
tomatology and prognosis of this syndrome: First, 
vascular surgeons have seen spasm of major arteries 
occur in the course of surgical procedures. Second, 
relief of symptoms and increased warmth of the 
affected extremity have been noted after anesthe- 
tization of lumbar sympathetic ganglia or after 
parenteral administration of papaverine. Since 
neither of these procedures affects the actual oc- 
clusion, it is thought that improvement results from 
relief of spasm in patent collateral arteries. 

Furthermore, digital compression of a femoral 
artery does not reproduce the clinical manifesta- 
tions of sudden arterial occlusion, suggesting that 
some other factor (arterial spasm) is responsible 
for some of the manifestations of this syndrome. 
Finally, the severity of ischemia and the extent of 
subsequent necrosis of the affected limb seem at 
times out of proportion to the size of the artery oc- 
cluded. For example, surgical ligation of the pop- 
liteal artery usually is not followed by severe 
ischemia or gangrene while, on the other hand, 
acute occlusion of the popliteal (or lower part of 
the femoral) artery by thrombosis or embolism is 
frequently associated with marked ischemia and 
gangrene; it is believed that spasm of patent col- 
lateral arteries in acute arterial occlusion from 
thrombosis or embolism explains this discrepancy. 
It seems, therefore, that ischemia in sudden arterial 
occlusion is the result of organic arterial occlusion 
plus spasm of collateral arteries. 

Figure 1 is a diagrammatic sketch which demon- 
strates the relationship of organic arterial occlusion 


and arterial spasm to various degrees of ischemia. 

In the artery distal to the site of occlusion and in 
spastic collateral arteries, there is a state of hypoxia 
and markedly decreased rate of blood flow. Both of 
these favor intimal damage and intra-arterial throm- 
bosis. Unless treatment is promptly effective, the 
arterial circulation to the limb is decreased not only 
by segmental occlusion from embolism or throm- 
bosis, but also by thrombosis of the collateral ar- 
teries and of the occluded major artery distal to 
the point of occlusion. Thus, arterial spasm not 
only increases ischemia early in the course of acute 
arterial occlusion, but also causes severe ischemia 
owing to permanent occlusion of collateral arteries. 


Symptoms 


The onset of symptoms after acute arterial oc- 
clusion may be sudden or insidious, with approxi- 
mately 50 per cent of patients falling into each 
group. The symptoms which may be present with 
reference to the affected limb are pain, numbness, 
coldness, pallor, tingling, cramps, fullness, tender- 
ness, burning, and itching. These are given in the 
approximate order of frequency with which they 
occur. The first three occur most frequently by far. 

Pain in acute arterial occlusion may vary from 
mild to severe. It occurs in the ischemic portion of 
the affected limb and may be intermittent, or con- 
stant with intermittent exacerbations. It should be 
stressed, however, that pain is present as the initial 
symptom in only half the patients with acute ar- 
terial occlusion. If a physician, therefore, does not 
consider the possibility of acute arterial occlusion 
unless pain is initially present, he will be delayed in 
making a correct diagnosis in half of such cases. 

Coldness and pallor may be considered as re- 
sulting directly from the sudden decrease in blood 
flow. Symptoms of pain, paresthesias (burning, ten- 
derness, fullness, itching, tingling), numbness, and 
cramps are considered to represent the effect of 
ischemia upon the tissues of the affected extremity. 
For example, muscular spasm is the basis for cramps 
occurring in the ischemic extremity, and neurop- 
athy owing to ischemia is the cause for numbness, 
paresthesias, and pain. 

The duration of symptoms varies from hours to 
months (when chronic arterial insufficiency ensues) 
and depends largely upon the severity of ischemia. 
The latter represents the balance between the ob- 
struction to blood flow in the occluded artery and 
the development of blood flow through patent col- 
lateral arteries. For example, if the occlusion is high 
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in the femoral artery and if collateral blood flow is 
small, then there will be severe ischemia of the foot 
and lower part of the leg. On the other hand, if the 
occlusion is in the lower part of the femoral or in 
the popliteal artery and if collateral arterial flow is 
good, then a mild or moderate ischemia will result. 
As a rule, the smaller the artery involved and the 
greater the collateral arterial flow, the less will be 
the ischemia and, therefore, the shorter and milder 
will be the resultant symptoms. There is no sig- 
nificant systemic reaction to acute arterial occlu- 
sion unless gangrene with infection and absorption 
of the products of necrosis occurs. Prolonged severe 
pain, however, may result in deterioration of a 
patient’s general condition owing to loss of sleep, 
inability to eat, and the emotional effect of the pain. 


Physical Findings 


The diagnosis of acute arterial occlusion requires 
not only alertness of the attending physician to the 


Figure 1. The probable course of events 
in arterial embolism: 1. Normal ar- 
terial circulation at a specific point is 
maintained by the main and collateral 
arteries. 2a. The embolus may be fixed 
at the point of lodgment by spasm, 
which likewise affects the collateral ar- 
teries, producing profound ischemia as 
both arterial pathways are occluded. 
2b. If spasm does not occur, only 
moderate ischemia results, since the 
collateral arteries continue to function. 
3a. If arterial spasm persists for a con- 
siderable period, widespread arterial 
thrombosis results when the spasm dis- 
appears, since the intima has been 
greatly damaged by prolonged ischemia. 
Under these circumstances there is pro- 
found diminution in the blood supply 
to the extremity. 3b. If arterial spasm 
is relieved promptly and the function 
of the collateral arteries is increased, 
the resulting ischemia is only slight in 
spite of the fact that the main pathway 
is occluded. 3c. When arterial embolism 
does not result in spasm, the circula- 
tion can be greatly improved by in- 
creasing the function of the collateral 
arteries; only slight ischemia results. 
(Adapted from illustration in Allen, 
E. V., Barker, N. W., and Hines, E. 
A., Jr.: Peripheral Vascular Diseases. 
W. B. Saunders Company, Philadel- 
phia, 1946. 
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possibility of its presence, but also proper evalua- 
tion of the physical findings. The findings at exam- 
ination of a patient with sudden peripheral arterial 
occlusion are easily recognized and explained. They 
are the direct result of sudden, marked decrease in 
peripheral arterial blood flow and interference with 
transmission of the arterial pulse wave. An affected 
limb is colder and paler than a normal limb. The 
veins are collapsed and the limb may appear some- 
what shrunken. The deep reflexes, sensation to 
touch, and motor power of the affected limb are 
usually decreased or absent. Elevation of the af- 
fected limb produces marked pallor, and when the 
limb is then placed in a dependent position the 
veins fill slowly. In a normal limb they fill in ten to 
twenty seconds, but after sudden arterial occlusion 
the time which is required may be as long as ninety 
seconds. 

Most important, the arterial pulsations are absent 
below the level of occlusion. This is the indispen- 
sable condition for the diagnosis of acute arterial 


occlusion. Skill in palpation of peripheral arteries 
is easily obtained with a little practice. It should be 
among the skills of all physicians so that they may 
approach the problem of patency or occlusion of 
peripheral arteries with confidence and certainty. 
A knowledge of previous peripheral arterial pulsa- 
tions proves to be very helpful and speaks for 
routine recording of arterial pulsations in a medical 
check-up. 

Localization of the approximate level of arterial 
occlusion may be estimated by means of the phys- 
ical findings. The presence or absence of arterial 
pulsations is the most important clue. For example, 
if pulsations are present in the femoral artery in the 
inguinal region but not in the popliteal artery, then 
the occlusion must be between the two sites some- 
where in the thigh. Or, if the femoral pulsations are 
present in one extremity but not in the other, then 
the occlusion must be somewhere between the 
aortic bifurcation and the inguinal portion of the 
impalpable femoral artery. Other physical findings 
coincide with the level of arterial occlusion. In oc- 
clusion of the popliteal artery the coldness, pallor, 
and numbness will be in the region slightly above 
the ankle and distally therefrom. In occlusion of the 
femoral artery these findings will be noted in the 
region of the knee or lower part of the thigh, and in 
occlusion high in the iliac artery they will extend to 
the upper part of the thigh. Occlusion of the lower 
part of the abdominal aorta will result in absence 
of all pulsations in both legs and corresponding 
ischemia to the level of the hips and, at times, to the 
lumbosacral region. 

Acute arterial occlusion may rarely be confused 
with acute iliofemoral thrombophlebitis. Occasion- 
ally, the latter condition is associated with marked 
arteriospasm, and the affected limb is cool and 
arterial pulses may be decreased or transiently 
absent. The patient may complain of pain in the 
affected limb. However, rather than shrunken, the 
limb may appear swollen if it is not actually edema- 
tous. Such a limb is ordinarily cyanotic rather than 
pale. The veins may be engorged instead of col- 
lapsed. 

As a rule, sensation, reflexes, and motor power 
remain normal, and there is no pallor on elevation 
of the extremity. Rarely, the arterial spasm may be 
so severe as to reproduce the clinical picture of 
sudden arterial occlusion. 

Important in the diagnosis is the fact that arterial 
pulsations soon return, and the leg assumes the ap- 
pearance which is typical of iliofemoral thrombo- 
phlebitis. 


Treatment 


The importance of prompt, effective treatment in 
the prognosis of sudden peripheral arterial occlu- 
sion was referred to in the opening paragraph of 
this paper. It is now necessary to re-emphasize the 
qualifying words “prompt” and “effective,” for 
these are the keystones of successful treatment. The 
element of time is crucial—the sooner correct treat- 
ment is instituted the better the prognosis. Time in 
this instance is measured in hours, and twenty-four 
hours after the time of occlusion is considered late. 
The golden opportunity for successful treatment 
lies in the first six to twelve hours. 

Not only are effective measures necessary, but it 
is equally essential that no harmful procedure be 
instituted. There are three “‘don’ts” in the treat- 
ment of acute arterial occlusion: don’t delay treat- 
ment, don’t elevate the affected extremity, and 
don’t traumatize the extremity (as with excessive 
heat or cold, rubbing, or strong ointments). 

The treatment of sudden arterial occlusion may 
be medical or surgical, and the preponderance of 
either varies with different hospitals and localities. 
However, surgical therapy is limited for the most 
part to occlusions from emboli in which localization 
of the site of occlusion is reasonably accurate and 
in patients seen within a few hours (six to twelve) 
after onset of occlusion. Also, the patient’s general 
condition must be good enough to permit the neces- 
sary anesthesia and surgical procedure. The ex- 
perience of my colleagues and myself has been that 
only a small percentage of patients fall into such a 
classification. We prefer a trial of intensive medical 
treatment before instituting surgery; our thera- 
peutic results justify such an attitude. 

Medical Treatment. A patient with acute arterial 
occlusion should be placed in a warm room with a 
temperature of 85 to 90° F. He should be in a bed 
the foot of which is slightly lower than the head in 
order to promote the effect of gravity on blood flow. 
We use the Sanders oscillating bed adjusted to 
maximal low-foot, minimal low-head position. This 
bed completes an oscillation every two minutes. 
The rocking motion of this bed has been shown to 
increase blood flow to the feet as determined by an 
increase in skin temperature. 

It is well to support the limb with a pillow so as to 
prevent prolonged pressure on the heel which might 
result in gangrene. Similarly, the extremities should 
be protected from the weight of bed covers by a 
cradle to prevent excessive plantar flexion which 
might result in foot drop. 
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Attempts at vasodilatation should be instituted 
immediately. Of course, the warm environmental 
temperature tends to promote this. (Caution: Some 
elderly patients or patients with hyperthyroidism 
do not tolerate well an environmental temperature 
of 85 to 90° F.) Administration of 1 or 2 ounces of 
whiskey every three or four hours is beneficial, the 
dose varying with the patient’s size, age, and ability 
to tolerate the substance. Some persons who are 
elderly or who are not used to alcohol cannot tol- 
erate it owing to nausea or excessive intoxication. 
When alcohol given by mouth produces nausea, an 
intravenous infusion of 1,000 cc. of 5 per cent ethyl 
alcohol may be utilized to promote vasodilatation. 
This solution may be prepared by adding to a 5 
per cent solution of glucose or to physiologic saline 
solution sufficient ethyl alcohol to make a 5 per cent 
alcoholic solution. This acts as a sedative and may 
relieve pain. The rate of infusion should be regu- 
lated so as to produce vasodilatation and mild 
sedation without producing an undue degree of 
intoxication. Papaverine in doses of 4% to 1% gr. 
(32 to 100 mg.) may be given intravenously, or it 
may be given intra-arterially in the affected limb if 
an artery remains patent for injection. Intra-arterial 
injection is more effective than injection by the 
intravenous route. If successful in relieving arterio- 
spasm, the dose may be repeated in two to four hours. 
(Caution: Morphine and papaverine should not be 
used concurrently, as they occasionally seem to 
cause marked suppression of respiration. Thus, if 
it is necessary to use morphine for control of pain, 
as it sometimes is, papaverine should not be admin- 
istered concurrently.) 

Anesthetization of the lumbar sympathetic gan- 
glia with procaine or a similar substance is some- 
times effective in relieving arterial spasm and in 
promoting increased collateral arterial blood flow in 
the lower extremity. This procedure is not, how- 
ever, without risk of adverse effect, as rarely it has 
been known to be associated with very severe ar- 
terial spasm resulting in loss of a limb. (Caution: 
Lumbar sympathetic block should not be performed 
if the patient is receiving anticoagulant therapy, as 
fatal retroperitoneal hemorrhage at the site of 
needle puncture has occurred.) 

Agents for blocking the autonomic nervous sys- 
tem, such as tetraethylammonium chloride and 
Priscoline (2 benzyl-4, 5-amidazoline hydrochlo- 
ride), have been used for producing vasodilatation 
in acute arterial occlusion. The use of such agents 
has shown a variety of results and to date does 
not represent a significant advance in treatment. 
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Anticoagulant Therapy 


Anticoagulant drugs have a definite place in the 
treatment of acute arterial occlusion. Reference has 
already been made to the thrombosis which occurs 
in the artery distal to the site of occlusion and in 
the collateral arteries. Anticoagulant therapy is 
used, therefore, to combat this thrombosis and 
thereby to maintain a maximal patency of arterial 
circulation. My colleagues and I use combined 
therapy with heparin and Dicumarol (bishydroxy- 
coumarin). We administer 50 mg. of aqueous solu- 
tion of heparin intravenously every four hours. 
Also, at the onset of treatment we administer Di- 
cumarol by mouth, and when the concentration of 
plasma prothrombin has been decreased by Di- 
cumarol to a therapeutic level, administration of 
heparin is discontinued and anticoagulant therapy 
is maintained by Dicumarol alone. It is given 
orally in a dose of 300 mg. on the first day of therapy. 

Subsequent dosage of Dicumarol is determined 
by the effect of this substance in decreasing the 
concentration of plasma prothrombin. The lat- 
ter should be maintained between 10 and 30 per 
cent of normal, and measurement of this is achieved 
through determination of the plasma prothrombin 
time. The amount of Dicumarol and the frequency 
of its administration necessary to keep the concen- 
tration of plasma prothrombin between 10 and 30 
per cent vary widely from person to person. There- 
fore, it is necessary to obtain daily determinations 
of prothrombin time to avoid either insufficient or 
excessive administration of Dicumarol. Because of 
the risk of hemorrhage when this drug is given in 
excessive amounts and because insufficient dosage 
does not provide adequate anticoagulant effect, 
it should never be given unless laboratory facilities 
are available for performing reliable determina- 
tions of prothrombin time, and unless a physician 
skilled in its use is available to supervise. 

When it is not feasible to use Dicumarol, heparin 
may be used instead. However, there are difficulties 
in the administration of heparin over long periods. 
When it is given by continuous intravenous in- 
fusion or by intramuscular injection in a suitable 
menstruum, it is necessary to regulate the dosage 
by determination’ of the effect of heparin in pro- 
longing the coagulation time of the blood. With 
continuous intravenous infusion of heparin, about 
four determinations are required daily, and with 
intramuscular injection, two determinations daily. 
We attempt to maintain the coagulation time be- 
tween fifteen and twenty-five minutes. Although it is 
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usually possible to do this, the procedure is cum- 
bersome. Without this means of regulation the at- 
tending physician cannot be certain whether the 
amount of heparin given is sufficient to provide an 
anticoagulant effect or is excessive, thereby in- 
creasing the risk of hemorrhage. Heparin given 
every four hours in a dose of 50 mg. does not require 
laboratory control and has been shown to be effec- 
tive as an anticoagulant. However, this procedure 
requires multiple injections, and after two or three 
days the discomfort of repeated injections is con- 
sidered a nuisance by the patient. The entire sub- 
ject of anticoagulant therapy is too large to include 
in this article. 

Although anticoagulant therapy seems to be 
generally beneficial in the treatment of acute ar- 
terial occlusion, ecchymosis occurs at times in an 
ischemic extremity and gangrene sometimes fol- 
lows the ecchymosis. Whether this is a direct re- 
sult of anticoagulant therapy or whether it would 
have occurred anyway is not clear. However, this 
does not occur often enough to counterbalance the 
apparent benefit from anticoagulant therapy when 
this form of treatment is advisable. 

So much has been said from time to time as to 
the merits of refrigeration in the treatment of acute 
arterial occlusion that a few remarks on the sub- 


ject are pertinent. In my opinion and in the 


opinion of my colleagues, refrigeration has no place 


in the treatment of acute arterial occlusion when 
an attempt is to be made to save the affected ex- 
tremity—it should never be used under this cir- 
cumstance. However, we occasionally see patients 
who have very severe pain which is uncontrollable 
even with large doses of narcotic drugs or who are 
unfit for immediate surgical treatment owing to 
conditions such as cardiac decompensation, dia- 
betes mellitus with acidosis, or marked systemic 
reaction due to gangrene with infection, and who 
obviously cannot hope for survival of the affected 
limb. In such instances refrigeration of the af- 
fected limb has been helpful in granting the nec- 
essary time to prepare the patient for amputa- 
tion. Relief of pain and subsidence of systemic 
reaction to gangrene with infection ordinarily fol- 
low soon after institution of refrigeration. How- 
ever, it should be emphasized that we use re- 
frigeration only as a preliminary measure to am- 
putation in cases as described above. When an at- 
tempt is to be made to save a limb, refrigeration, 
in our opinion, represents a severe form of trauma. 
The basic medical treatment of acute peripheral 
arterial occlusion may be summarized as follows: 


(1) Place patient in bed with feet slightly lower 
than head. 

(2) Provide a room temperature of 85 to 90° F. 

(3) Protect affected limb from trauma. 

(4) Give 1 to 2 ounces of whiskey by mouth. 

(5) Inject % to 1% gr. of papaverine intra- 
arterially or intravenously. 

(6) Administer aqueous heparin intravenously 
in a dose of 50 mg. every four hours. 

(7) Administer 300 mg. of Dicumarol by mouth 
on first day of treatment. 

(8) Obtain daily determinations of prothrombin 
time and regulate Dicumarol dosage so as to main- 
tain concentration of plasma prothrombin between 
10 and 30 per cent of normal. When this is 
achieved, discontinue administration of heparin. 
(Because heparin may increase the prothrombin 
time, blood on which the prothrombin time is to 
be determined should be drawn four hours after 
the last injection of heparin. By this means, in- 
accuracy of the test due to the effect of heparin will 
be avoided.) 

Some optional medical measures in the treat- 
ment of acute peripheral arterial occlusion include: 

(1) Intravenous infusion of 5 per cent ethyl 
alcohol. Regulate rate of infusion by effect of 
alcohol on patient. 

(2) Anesthetization of lumbar sympathetic gang- 
lia. This is contraindicated if patient is receiving 
anticoagulant drugs. 

(3) Administration of 4% to 4% gr. of morphine 
for relief of pain. Concurrent use of morphine and 
papaverine is contraindicated owing to occasional 
instances of respiratory suppression resulting 
therefrom. 

Surgical Treatment. The surgical treatment of 
sudden arterial occlusion is limited at present to 
those cases which are the result of embolism in the 
lower extremities. Embolectomy is ordinarily un- 
necessary in the upper extremities, as extensive 
gangrene rarely develops after embolism. Al- 
though by definition there is a distinct difference 
between thrombosis and embolism, in actual prac- 
tice such a differentiation is difficult at times. 
There is no essential difference in the sympto- 
matology of acute arterial occlusion whether it be 
caused by thrombosis or by embolism. In essence, 
embolism is presumed to have occurred when, in a 
patient with sudden arterial occlusion, there exists 
a possible source for embolism. 

The accurate localization of the site of lodgment 
of the embolus is difficult in some instances. Al- 
though one may know approximately where an 
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embolus is, the actual surgical discovery of the 
embolus may require extensive exploration of an 
artery and more than one incision. In such in- 
stances surgeons sometimes have found an embolus 
at a great distance from where it was originally 
considered to be. The one place where an embolus 
may be localized accurately is at the bifurcation of 
the abdominal aorta. An embolus at this site causes 
arterial insufficiency in both legs, and neither 
femoral artery is palpable. Not infrequently, how- 
ever, after a few hours one or both femoral arteries 
may become pulsatile so that it is not known 
whether the embolus became dislodged, moved 
distally, or both femoral arteries were impalpable 
because of severe spasm. 

Thus it can be seen that there are difficulties 
involved in knowing whether or not acute arterial 
occlusion is due to thrombosis or embolism, and if 
the latter, just where the embolus is located. 
Nevertheless, there are a few cases in which it 
seems reasonably certain that arterial embolism has 
occurred, that it has occurred within a few hours 
of the time at which the patient is first seen, that 
localization of the site of lodgment seems clear, 
and that the general condition of the patient is good 
enough to permit surgical treatment. It is in these 
instances that embolectomy may be seriously con- 
sidered, providing an experienced vascular surgeon 
is available to operate on the patient. We or- 
dinarily attempt intensive medical treatment for 
three or four hours, and if no significant improve- 
ment occurs, proceed with embolectomy. Some 
physicians might feel that this wastes precious 
time. Nevertheless, our experience with medical 
treatment seems to justify this therapeutic ap- 
proach. Certainly the majority of patients with 
acute arterial occlusion are not candidates for 
embolectomy, because they fail to fill one or more 
of the requirements of suitability for embolectomy. 
The delay in proper diagnosis after the onset of 


symptoms is one of the most frequent reasons that 


embolectomy is an unsuitable procedure, and if 
surgical treatment of acute arterial occlusion is to 
be given a fair trial, it behooves all physicians to 
increase their skill in the early diagnosis of this 
syndrome. 

If embolectomy is to be performed, one should 
neutralize the effect of anticoagulant drugs if these 
have been administered. If embolectomy is being 
considered, in the course of medical therapy my 
colleagues and I administer heparin but not Di- 
cumarol, for heparin’s anticoagulant effect lasts 
only about three to four hours after the intra- 
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venous administration of 50 mg. of the aqueous 
preparation. Also, its effect may be immediately 
neutralized by the intravenous administration of 
50 mg. of protamine. If it is desired to neutralize 
the anticoagulant effect of Dicumarol, one may ad- 
minister intravenously 72 mg. of menadione sodium 
bisulfite (Hykinone) or preferably 250 to 500 mg. 
of vitamin K; by mouth. This latter substance 
ordinarily results in a return of normal or near- 
normal activity of plasma prothrombin within 
twelve hours, whereas menadione sodium bisulfite 
may require eighteen to thirty-six hours to do the 
same. After embolectomy we administer combined 
anticoagulant therapy with heparin and Dicumarol 
in the manner described earlier in this paper. 

The conditions under which surgical treatment 
of acute peripheral arterial occlusion is justifiable 
are: 

(1) When occlusion is due to embolism. 

(2) When location of embolic occlusion is ap- 
parent. 

(3) When general condition of patient is good 
enough to permit operation on affected limb. 

(4) When patient may be operated on within a 
few hours after occurrence of embolism. 

(5) When an experienced vascular surgeon is 
available to operate on patient. 

The treatment of sudden peripheral arterial 
occlusion when embolectomy is contemplated is 
as follows: 

(1) Administer basic medical treatment as sum- 
marized earlier in the discussion, but give patient 
no Dicumarol by mouth. 

(2) Ifafter three or four hours of medical therapy 
there is no significant improvement in affected 
limb, proceed with embolectomy. If four hours 
have not elapsed since last intravenous adminis- 
tration of aqueous heparin, administer intrave- 
nously 50 mg. of protamine to counteract anti- 
coagulant effect of heparin. 

(3) In event that improvement of affected limb 
occurs and embolectomy is not performed, con- 
tinue medical treatment and begin administration 
of Dicumarol. 


Recurrent Acute Arterial Occlusion 


At times one is faced with the problem of re- 
current acute arterial occlusion owing to severe 
heart disease. The latter, in these instances, is 
most often due to rheumatic endocarditis with 
mitral stenosis and auricular fibrillation. This is, 
indeed, a very difficult problem aside from the as- 
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pect of treatment of each incident of acute arterial 
occlusion. If, after careful evaluation of the pa- 
tient’s cardiac status, it is deemed feasible to at- 
tempt conversion of the auricular fibrillation to a 
sinus rhythm, this may be attempted with the use 
of quinidine. My colleagues and I feel that it is 
advisable to have such patients under the anti- 
coagulant effect of Dicumarol prior to the onset 
of quinidine administration, for the purpose of 
avoiding embolism at the time of conversion. If 
conversion to sinus rhythm occurs, when may anti- 
coagulant therapy be discontinued? There is no 
accurate answer to this question, but we presume 
it is safe to discontinue the administration of anti- 
coagulant drugs two or three weeks after con- 
version of the cardiac rhythm. 

If conversion is unsuccessful and if arterial em- 
bolism has been recurrent, anticoagulant therapy 
with Dicumarol may be used over a period of 
months in an attempt to prevent additional em- 
bolic phenomena. The difficulties of such a pro- 
cedure are many, including the problem of avail- 
ability of proper control (without which Dicumarol 
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therapy should never be instituted), cost and in- 
convenience to the patient, risk of hemorrhage, 
and the question as to when treatment may be 
safely terminated. The answer to the last factor is 
unknown, although one might consider cessation 
of anticoagulant therapy after six to twelve months 


of freedom from thromboembolic phenomena. 


Efficacy of Medical Treatment 


Recent statistical studies have not been made 
by our group, but in the past, survival of the in- 
volved extremity has occurred in 91 per cent of 
instances of embolism when treatment has been 
instituted within twenty-four hours of the onset 
of symptoms. When treatment was begun twenty- 
four or more hours after the onset of symptoms, 
the rate of survival of the extremity fell to 25 per 
cent. In acute arterial occlusion due to thrombosis, 
survival was noted in 81 per cent of cases when 
treatment was begun within twenty-four hours but 
in only 50 per cent when begun after twenty-four 
hours’ delay. 


Poliomyelitis Control 


Most authorities agree that acute anterior poliomyelitis 
is caused by a filtrable virus and that there are several 
strains of this virus. It is believed to be transmitted to 
uninfected persons from the oropharyngeal secretions or 
from the intestinal tracts of “healthy” carriers and from 
patients having active disease. Apparently the virus sur- 
vives for rather long periods at the mucous membranes 
of the alimentary tract. At some phase the virus enters 
the blood stream; and in a small number of infected per- 
sons, this viremia is followed by clinical evidence of poli- 


omyelitis. During a usual epidemic, it is estimated that ° 


only about one of every hundred infected persons ac- 
quires active disease. Of those who do become ill, only a 
small percentage are left with crippling sequelae. 

Any program for immunization against poliomyelitis 
must take into account the very low incidence of serious 
effects. Paralysis is always dramatic but is not at all 
common when the total spread of the infection is con- 
sidered. Currently, progress reports are appearing on 
two methods of immunization: passive immunization 
with gamma globulin, and active immunization by means 
of a polyvalent vaccine. Results look promising, but it is 


still too early to decide whether or not these methods 
are practical. In the case of gamma globulin, one power- 
ful deterrent to widespread use is the rather strict 
limitation of material. Gamma globulin is derived from 
human blood—a substance already in short supply. 

Until a practical technique is devised for immuniza- 
tion, it is important to make full use of other available 
methods for prevention of poliomyelitis. Because of be- 
liefs about transmission of the disease, during epidemics 
we should employ principles usually applied for prophy- 
laxis against spread of infections by “‘droplets”’ from the 
oropharynx and by the intestinal-oral circuit. This im- 
plies the combination of methods that might be used in 
a community where epidemics of scarlet fever and ty- 
phoid fever are simultaneously in progress. 

Certain other factors known to favor activity or sever- 
ity of poliomyelitis should be controlled as far as possible 
during epidemics. Thus elective operations should be 
avoided, since anesthesia seems to predispose. Tonsil- 
lectomy is in a rather special category—seems to be 
particularly hazardous. 

(Continued on following page) 
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Inoculations against other diseases—whooping cough, 
diphtheria, tetanus—also merit special attention. Oc- 
casionally, during an epidemic of poliomyelitis, an inocu- 
lation of this kind seems to precipitate paralysis in a limb 
where an injection is given. At a recent conference spon- 
sored by the U. S. Public Health Service, it was decided 
that this risk can be totally disregarded in infants under 
6 months of age and in adults—the risk being negligible 
in these age groups. For children, it was recommended 
that routine inoculations be abandoned during a polio 
epidemic. This does not mean that needed treatments 
should be withheld. On this point the conference report 
stated, “When there is immediate danger from diph- 
theria, whooping cough or tetanus, the preventive inocu- 
lations should be given to all threatened age groups even 
during a poliomyelitis epidemic.” (J.A.M.A., 149:170, 
1952). 

Physical activity, chilling, and exhaustion seem to 
aggravate poliomyelitis. There is nothing to show that 
these factors can precipitate the disease; but when they 
exist during the prodromal stage of illness, they intensify 
the severity of the major features of poliomyelitis. Even 
a long trip to get the patient to a hospital may have this 
effect (M. B. Brahdy and S. H. Katz, J.A.M.A., 146:772, 
1951). The corollary to these facts is that during an 
epidemic people with seemingly minor symptoms in- 


definitely suggesting an infection should be strictly 
rested. The “minor symptoms” may represent the pro- 
dromal phase of polio, and activity may bring severe 
paralysis or even death. 

There is one group of people who are especially vul- 
nerable during an epidemic, and so far we are not sure 
why. These are the pregnant women of the community. 
And when the disease appears at the time of parturition, 
the effects are likely to be especially drastic. As a matter 
of fact, during adult life poliomyelitis is generally more 
frequent in women, apart from the influence of child- 
bearing. Weinstein and co-workers believe too that polio 
in women is related in some way to the menstrual cycle; 
they found that three fourths of women patients had a 
menstrual period from five days before to four days after 
the onset of the first symptoms of infection (New Eng- 
land J. Med., 245 :54, 1952). 

These relationships of poliomyelitis to sex, men- 
struation, pregnancy, and parturition have stimulated 
interest in the possibility that hormonal factors are 
concerned in the pathogenesis of the disease. It is im- 
possible to judge whether more intensive study of this 
possibility will be rewarding. In a general way, however, 
our total knowledge about poliomyelitis has nearly 
reached the point where we may expect soon to be able 
to control the disease. 


Poliomyelitis in Adults 


PoLIOMYELITIS is becoming more and more prevalent in 
adults. This shift in age incidence has taken place 
gradually during the past twenty years. Weinstein and 
his associates believe that the trend reflects an intro- 
duction into communities of “new” strains of polio- 
myelitis virus—strains against which adults and older 
children have no immunity, in contrast to the “old” 
Lansing virus, for which they have antibodies in their 
serum (New England J. Med., 246:296, 1952). 

In 1949, they studied 428 cases of acute anterior polio- 
myelitis. There were as many adults as children. 

In Weinstein’s experience, there were important dif- 
ferences in the manifestations of the disease, depending 
on age. These differences were entirely quantitative; 
there were no forms of poliomyelitis distinctive for cer- 
tain age groups. Some of the prodromal symptoms were 
more common in adults—particularly chills, urinary re- 
tention, muscle pains, skin eruptions, ocular muscle 
palsies, and medullary involvement. In the paralytic 
phase, adults more often had paralysis of the muscles 
controlling respiration, and quadriplegia was a common 
finding; children with paralysis usually had involvement 


of one leg. The fact that the disease was more serious in 
adults was reflected in a fatality rate nine times as great 
as in children. 

These data regarding poliomyelitis have far-reaching 
influences on our attitude toward this disease. Obviously 
we must stop thinking of polio as “infantile paralysis.” 
This term should be dropped completely, especially in 
presenting information to the public. Also we must be 
prepared for the economic repercussions that are sure 
to come if the present trend continues, and the incidence 
of poliomyelitis runs higher in adults. It becomes more 
important than ever to devise better methods for control 
and prevention of the disease. And these methods must 
take into account our knowledge that all ages are affected. 
For example, it is futile to argue about the need for 
closing elementary schools during an epidemic, if simi- 
lar restrictive measures are not to be used for older 
people. At the same time, we must not allow new ideas 
about poliomyelitis to exaggerate the importance of this 
disease. Quasi-hysterical attitudes have too often been 
apparent where polio is concerned. We need a strongly 
realistic approach. 
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Practical Therapeutics 


MANAGEMENT OF THE 


BY IRVING B. BRICK, M.D. 


Georgetown University School of Medicine, Washington, D.C. 


In this presentation of jaundice, emphasis will be 
placed on those points in the history and examina- 
tion which lead to a decision as to whether the pa- 
tient has medical or surgical jaundice. From a prac- 
tical point of view, this is the all important aspect 
of management. All forms of medical or parenchy- 
matous jaundice are treated essentially alike. Surgery 
is not only contraindicated but is dangerous in this 
variety of jaundice. In surgical or obstructive jaun- 
dice, regardless of the specific cause, surgery is the 
only mode of management. Fortunately, with few 
exceptions, the jaundiced patient is not an emer- 
gency problem. Two weeks or more can be taken 
to make an exact diagnosis, particularly with ref- 
erence to a decision to operate, with advantage to 
the patient’s ultimate health. Jaundice is an emer- 
gency, however, in cases of empyema of the gall- 
bladder, perforation of the gallbladder, perforation 
of the common duct, or liver abscess. 

Jaundice, the familiar name applied to the yel- 
lowish pigmentation of the sclerae and skin, occurs 
when the serum bilirubin is above the normal of 1.0 
mg. per 100 cc. The color is usually obvious when 
the bilirubin level is above 2.0 mg. per 100 cc. It 
has an affinity for elastic tissue, which explains why 
it is frequently seen first in the sclerae. 

A practical classification of the main forms of 
jaundice encountered in practice is shown in Table 
1, and the most frequent entities are starred. 

Fully 80 per cent of jaundiced cases can be diag- 
nosed by careful history-taking and physical ex- 
amination. Another 10 per cent can be added by 
selected laboratory tests, which means that in most 
cases laboratory tests only confirm a strictly bedside 
diagnosis. In another 5 per cent or more of cases, 
needle liver biopsy may be of diagnostic value. 
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JAUNDICED 


PATIENT 


History in Jaundice 


Exposure to Hepatotoxins. Extremely important 
are alcohol and carbon tetrachloride in the history. 
Since 70 per cent of the cirrhotics in the United 
States have an alcoholic background, it is important 
to elicit this fact which may be difficult to extract 
from the patient, but not from the family or friends. 
One has to search for carbon tetrachloride ex- 
posure—workers in dry cleaning plants, pressers, 
furniture spotters, and gun cleaners are suspect. 
The combination of alcohol and carbon tetra- 
chloride ingestion or inhalation is common and 
seems to be severely synergistic. Recently methyl- 
testosterone by mouth has been implicated in some 
cases of jaundice. Arsenicals, phosphorus, TNT, 
sulfonamides, and thiouracil are less frequent of- 
fenders. A good exposure history may lead to a 
definite diagnosis of medical jaundice. A past his- 


Table 1 


‘Retention jaundice—inability of hepatic cells to remove 
bilirubin from the blood. 
*Hemolytic congenital jaundice 
Constitutional hepatic dysfunction 
Mild hepatocellular injury, especially as a residual of 
viral hepatitis. 
Regurgitation jaundice—leakage of bile through dam- 
aged cholangioles to lymph and thence to blood. 
*Viral hepatitis—infectious and homologous serum 
*Toxic hepatitis—CC1 4, various drugs 
*Cirrhosis 
| Diffuse carcinomatosis, Weil's disease, lymphomas 


Extrahepatic obstruction due to: 
*Cancer—pancreas, ampullary, bile ducts 
*Calculus 

Stricture 


Surgical 
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tory of jaundice of relatively short duration or of 
the more definite diagnosis of hepatitis may be an 
important clue to the presence of chronic hepatitis 
in a jaundiced person. It is estimated that as a result 
of illness during World War II more than 200,000 
veterans had hepatitis. Many more thousands 
probably had subclinical exposure to the virus 
which, in some instances at least, has appeared to 
lead to chronic hepatitis. At present it is not clearly 
known whether there will be an increase of cirrhosis 
on this basis. 

Administration of blood or plasma transfusions 
followed by jaundice in two to six months is very 
significant. This is nearly always medical jaundice 
and in civilian practice today is not infrequent, 
especially after surgery. Cholecystectomy followed 
by jaundice, when blood or plasma has been given 
during operation, may cause confusion with stric- 
ture of the common duct or calculus of the common 
duct. However, the history of transfusions would 
demand careful study before further surgery is done. 

Color of Stool. When there is jaundice and a 
brown stool, medical jaundice is almost always 
present, and surgery would not be required. Cement 
or clay colored stools are more suggestive of ob- 
struction, especially if persistent, but light colored 
stools may also occur in medical varieties of jaun- 
dice. In hepatitis, there is generally an intrahepatic 
obstructive phase, usually short but occasionally 
prolonged, and light colored stools are then present. 

Mental Changes. A history from family or friends 
of psychic changes, and especially coma, is indica- 
tive of severe parenchymal hepatic disease. The 
early changes consist of excitement and confusion 
especially at night. The patient may be found 
wandering about the house or hospital. This is of 
variable duration before the patient drifts into a 
stuporous and then a sleepy state, sometimes ter- 
minating in coma. 

Pain. When accompanied by distinct chills and 
spiking fever, pain is usually due to gallstones. But 
carcinoma of the ampulla or of the common duct 
may do this. Even medical varieties of jaundice 
(hepatitis, cirrhosis) may give a picture like 
biliary colic. Recurrences of fever and chills with 
jaundice over a long period of time favor stone. In 
hepatitis, pain on movement, such as jogging, run- 
ning, or riding over rough roads, may be noted, 
even before jaundice appears. Five per cent of gall- 
stone cases with jaundice are painless. In 75 per 
cent of cases of carcinoma of the pancreas pain is 
present, generally prior to the onset of jaundice. 
In liver disease the pain is usually in the right upper 


quadrant but it may radiate to the back. In carci- 
noma of the pancreas the pain may be epigastric with 
radiation to the center of the back that may be 
excruciating and worse on lying down. 

Ease of Fatigability, Anorexia, and Nausea. A 
history of anorexia and nausea, with or without 
vomiting, preceding appearance of jaundice, is sug- 
gestive of viral hepatitis. Anorexia and increasing 
ease of fatigability are almost constant prodromal 
symptoms. However, in some cases the first mani- 
festation is jaundice. Ease of fatigability is common- 
ly elicited in cases of cirrhosis and carcinoma. 

Pruritus. Pruritus is more suggestive, especially 
if severe, of obstructive jaundice, but it does occur 
in parenchymal disease. In viral hepatitis an ob- 
structive phase, usually not long lasting, is present 
and may be accompanied by itching. 

Hematemesis and Melena. Massive gastrointestinal 
bleeding with jaundice usually means eroded or 
ruptured esophageal varices in chronic hepatitis or 
cirrhosis. Infrequently in carcinoma of the pancreas 
and ampulla, hematemesis does occur. 


Physical Examination of Jaundiced Patient 


Findings which are most likely to lead to the diag- 
nosis of medical jaundice are: 

Vascular Spiders or Spider Angiomata. The find- 
ing of vascular spiders almost always means cirrho- 
sis. They do occur in hepatitis, pregnancy, and 
congenitally. Primarily, they are located above the 
level of the diaphragm on the shoulders, arms, face, 
and head. 

Splenomegaly. This finding practically eliminates 
obstructive jaundice and means chronic liver 
disease. 

Ascites. This finding is infrequent in surgical 
jaundice. In late carcinoma of the biliary tree, 
ascites may occur with jaundice, but asa general rule 
ascites means decompensated chronic liver disease. 

Gynecomastia. This may indicate evidence of a 
fault in estrogen metabolism. 

Palmar Erythema. The redness is especially 
prominent at the thenar and hypothenar areas and 
the fingertips. 

Fetor Hepaticus. The finding of this amino or 
mousy odor with jaundice means severe liver fail- 
ure, usually of parenchymal origin. 

Melanin Pigmentation. This occurs especially on 
the face and hands and is suggestive of cirrhosis. In 
hemochromatosis a slate greyish blue color, to- 
gether with jaundice, may be observed. 

Xanthomatosis. When seen on the hands and face 
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with prolonged deep jaundice, xanthomatosis is 
suggestive of primary biliary cirrhosis. The serum 
lipids are usually quite high in this particular 
situation. 

Flapping Tremor. A tremor characterized by 
flapping of the hands, elicited by having the patient 
hold his arms outstretched, has been recently 
noted in many cases of the precomatose state. It is 
also accompanied by electroencephalographic 
changes. 

In obstructive or surgical jaundice, the physical 
finding of extreme importance is a palpable gall- 
bladder. This finding practically rules out medical 
jaundice and is almost pathognomonic of carcinoma 
of the pancreas or of the main bile ducts. 

The finding of hepatomegaly is of limited help 
since it occurs in both varieties of jaundice. A small 
liver is more often found in the end stages of cir- 
rhosis or severe hepatitis. A grossly nodular liver 
may mean carcinomatosis, but cirrhotics may also 
have a large nodular liver. Other causes of a nodular 
liver are nonparasitic cystic disease of the liver, 
echinococcus cyst, hemangioma of the liver, and 
syphilitic gumma. 

Metastatic nodes in the supraclavicular area, a 
rectal shelf, the presence of an artificial eye, and a 
radical mastectomy scar should be noted, as they 
may give clues to various types of carcinomatous 
involvement. 


Laboratory Aids 


Inspection of Stool. The presence of brown stools 
and deep jaundice means medical jaundice. 

Urine and Fecal Urobilinogen. These are most im- 
portant in determining the degree of obstruction. 
Estimations must be done repeatedly over a period 
of days to get a maximum amount of information 
(See Figures 1-3). 

Flocculation Tests. The most practical tests of 
this type are the cephalin cholesterol and thymol 
turbidity, which are infrequently positive in ob- 
structive jaundice but nearly always positive in 
medical jaundice. 

Alkaline Phosphatase. A value over 25 units 
usually means surgical jaundice. 

Cholesterol and Cholesterol Esters. Diminution of 
the percentage of esters below 50 per cent usually 
means severe parenchymal disease. The total choles- 
terol is usually elevated in obstructive jaundice. 

Prothrombin Time. This may be markedly pro- 
longed in both types of jaundice. In medical jaun- 
dice it is due to inability of the diseased parenchyma 


GP « August, 1952 


to convert vitamin K to prothrombin. The adminis- 
tration of vitamin K helps little to improve the 
prothrombin value in such a situation. In obstruc- 
tive jaundice the vitamin K fails to be absorbed due 
to lack of bile in the small intestine. Here, the 
parenteral administration of vitamin K is quite 
helpful, and it is very important prior to the time 
surgery is done for the patient to have a normal 
prothrombin time. 

Protein Determination. The total protein is often 
diminished in medical jaundice, especially the 
albumin fraction, while the globulin may be elevated. 

Hemolytic Jaundice. There is no bilirubinuria; 
the van den Bergh is indirect; the reticulocyte 
count is high; and urinary and fecal urobilinogen 
are increased. 

X-ray Studies. A flat plate of the abdomen may 
reveal gallbladder stones or pancreatic calculi. An 
upper G. I. series may show duodenal deformities 
in cases of pancreatic disease, especially carcinoma. 
Varices of the esophagus may be shown, but esopha- 
goscopy is more reliable. 

Duodenal Intubation. The presence or absence of 
bile and blood may be noted. Use of the Papani- 
colaou technique on the aspirate may give an early 
diagnosis of cancer of the pancreas or biliary tree. 

Liver Punch Biopsy. This test definitely rules in 
or out hepatitis and cirrhosis which are diffuse 
diseases. Focal disease processes, such as neoplasm 


or granulomata, may be missed because of sampling, 
but in many cases even these diseases are diagnosed 
by liver punch biopsy. Biopsy is most valuable in 
problem cases and is urgently required when in- 
dications for surgery are not absolutely clear. 


Treatment 


Surgical Treatment. Diagnosis is interwoven with 
therapy, since it separates the surgical from the 
medical variety of jaundice. As stated previously, 
even in the surgical variety there is no emergency 
in operating. Prior to surgery, the prothrombin 
time should be made as nearly normal as possible 
by the use of parenteral vitamin K or vitamin K; 
oxide. Blood transfusions are required if there is an 
appreciable anemia. The diet of the jaundiced pa- 
tient being prepared for surgery should be liberal 
and may be supplemented by parenteral glucose 
infusions. If nausea and vomiting are problems, oral 
intake may be quite deficient, and a greater quan- 
tity of parenteral therapy may be necessary. 

Specific Treatment. In the cases of jaundice 
treated medically, there are very few instances in 
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UROBILINOGEN 


Figure 1. Normally most of the urobilinogen produced in 
the intestine is excreted with the stool or reabsorbed and 
promptly re-excreted by the liver in the bile. Traces of 
urobilinogen appear in the urine. 


BILIRUBIN 


OBSTRUCTED 
COMMON BILE DUCT 


UROBILINOGEN 


Figure 2. Jn surgical jaundice with complete obstruction of 
the common bile duct, bilirubin appears in the urine. Uro- 
bilinogen is not formed because bile does not reach the in- 
testine; urobilinogen disappears from urine and stool. 


BILIRUBIN 


UROBILINOGEN 


Figure 3. Jn medical jaundice (hepatitis) reabsorbed uro- 
bilinogen is not re-excreted by the liver and therefore appears 
in the urine in large amounts. Bilirubin also appears. 


which specific therapy is available. In jaundice due 
to leptospiral infections, the antibiotics, especially 
penicillin and aureomycin, have been used with 
indifferent results. For hepatic amebiasis, the use 
of emetine and more recently chloroquine is rec- 
ommended. In the toxic cases, cessation of the use 
of the toxic agent is obviously necessary. In carbon 
tetrachloride poisoning, the renal damage may be 
overwhelming and may require more immediate 
attention than the liver damage. In these cases of 
toxic damage the same general principles of treat- 
ment of medical jaundice apply. 

Bedrest. At present the medical therapy of 
hepatitis and cirrhosis typify the medical therapy of 
all liver disease. The basis of this therapy is bedrest 
and an adequate diet. That complete, prolonged 
bedrest is essential has been shown by the increased 
rate of recurrences and exacerbations of hepatitis 
and cirrhosis when this is not carried out. The pa- 
tient should be allowed bathroom privileges to a 
nearby bathroom or a bedside commode for defeca- 
tion only. Many patients with jaundice, especially 
in the convalescent phase of hepatitis, feel quite 
well, and it may be difficult to attain the ideal com- 
plete bedrest. Compromises may have to be made, 
but the patient should be told of the advisability 
of as complete bedrest as possible as long as there 
is jaundice. The physiologic basis for bedrest is the 
demonstration of an increased liver blood flow in the 
recumbent position as contrasted with a decreased 
flow in the erect position and after exercise. 

Diet. There has been a great deal written about 
diets in liver disease. A fetish that has become 
established is the insistence on low fat content of 
the diet. Controlled studies have revealed no ad- 
vantage in the treatment of hepatitis or cirrhosis in 
using a low fat diet. As a matter of fact, such a diet 
may become so unpalatable that the patient takes 
less than an adequate number of calories. The basic 
diet should be a common-sense one with a high 
protein and high carbohydrate content. The use of 
125 to 175 grams of protein with 70 to 100 grams 
of fat and a total of approximately 3,000 calories is 
sufficient in most cases. The inclusion of butter, 
cream, ice cream, and other fatty foods adds to the 
enjoyment of the patient and to his zest for eating. 
Of course, many patients have specific food intoler- 
ances, possibly of fatty foods, and these should be 
avoided. With the type of diet mentioned, protein 
supplements are not usually necessary. 

Lipotropic Agents. The use of methionine and 
choline in acute and chronic liver disease has been 
widely advertised. With an adequate diet, sufficient 
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sulfur-containing amino acids are usually present. 
Controlled studies have not revealed any advantage 
in the outcome of hepatitis when these substances 
are used. In cirrhosis, they may be helpful to a lim- 
ited degree when there is fatty infiltration, but 
here again, the adequate diet will usually be suf- 
ficient. 

Vitamins. The use of supplemental vitamins is 
recommended when specific vitamin deficiencies are 
found. In cirrhosis, parenteral vitamin therapy, es- 
pecially of the vitamin-B complex, may be advisable 
for a short while. The use of an oral multivitamin 
preparation daily in moderate dosage may also be 
advisable in cirrhosis. 

Abstinence from Alcohol. The absolute withdrawal 
of any type of alcohol, including beer and wine, is 
a must in cirrhosis. It is sometimes difficult to 
convince patients of this, but there is adequate evi- 
dence of its soundness in the observation of re- 
currences, bleeding varices, and hepatic insuffi- 
ciency and death in cirrhosis following alcoholic 
debauches. 

In hepatitis, we advise abstinence from alcoholic 
beverages for a period of at least six months. 

Sedatives. Morphine is contraindicated in acute 
and chronic liver disease. The patients have a 
marked sensitivity to morphine and tolerate it 
poorly. In severe cases of liver damage, morphine 
may produce coma and possibly death. There is 
also some indication that barbiturates are not 
tolerated too well, though the evidence is not over- 
whelming. Cautious use of small doses may be 
warranted, but we prefer chloral hydrate or par- 
aldehyde. For pain in these cases, Demerol in doses 


‘In sHoRT, the centuries-old struggle between 
literary and colloquial English is almost over 
and Write as You Talk has become the almost 
universally accepted rule.” (RupotF Fiescu, 
The Art of Readable Writing, New York: 


Harper and Brothers, 1949, p. 82.) 
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of 50 to 75 mg. may be used. For sedation, use of 
bromides in small doses may be helpful. 

Antibiotics. In hepatic insufficiency, or the pre- 
comatose and comatose stages found in severe 
acute hepatitis and in terminal cirrhosis, the ad- 
ministration of intravenous aureomycin has been 
shown to be useful. It is given twice a day in doses 
of 500 mg. in 1,000 cc. of 5 per cent glucose in dis- 
tilled water for four to six days. If it is going to 
be effective, it usually will be in that period of time. 
If oral aureomycin can be tolerated and the patient 
is conscious enough to take the medication, it may 
be used. The rationale for aureomycin is not too 
clear. Experimentally, it has been shown that 
aureomycin, added to diets proved to produce 
cirrhosis in laboratory animals, prevents cirrhosis 
in these animals. The change of the intestinal bac- 
terial flora and its possibly toxic products, which 
may be handled poorly by a diseased liver, probably 
holds the key to the efficacy of aureomycin in 
severe liver disease. Terramycin may also prove 
successful in the same way, but our experience with 
this drug in cases of hepatic insufficiency is quite 
limited. 

Cortisone and ACTH have no place in routine 
therapy of chronic liver disease and may cause it to 
become worse because of undesirable side effects. 
These drugs have been used experimentally in 
acute viral hepatitis with apparently good results, 
but their use is not recommended in the usual case 
of hepatitis. 

In substance, therefore, adequate bedrest and a 
nutritious diet remain the bulwark of therapy in 
medical jaundice. 


“I atso believe that of late the printed word 
has acquired some of the casualness and 
carelessness of the spoken word, which is un- 
fortunate.” (RoceR I. Leg, “Medical Writing 
as Observed by a Reader,” New England J. 
Med., 246:260, 1952.) 
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Present Status of .. . 


Diagnosis of Pancreatic Cumor 


Ir 1s entirely feasible to resect a carcinoma of the 
pancreas or ampulla of Vater. Unfortunately few 
patients reach the surgeon early enough to benefit 
from an attempt at surgical cure. In an effort to 
discover data which might permit earlier diagnosis 
of pancreatic cancer, Brown and co-workers have 
reviewed one hundred autopsied cases of this disease 
(Am. J. M. Sc., 223:349, 1952). 

There was the usual experience regarding sex and 
age incidence—the largest group of patients being 
elderly men. By the time they were admitted to the 
hospital, the patients had been having symptoms of 
some kind for an average period of about four 
months. There were almost as many cases, however, 
in which there were no findings suggestive of pan- 
creatic carcinoma as there were cases in which this 
diagnosis was suggested by some part of the clinical 
study. In addition, about three-quarters of the 
patients were later judged to have had incurable 
lesions by the time they entered the hospital. 

Although abdominal pain was the most frequent 
initial symptom, it had no distinctive features in 
the majority of cases. Occasionally, the correct diag- 
nosis was suggested by the fact that the pain was 
constant or tended to subside when a patient stood 
up or walked about. The epigastrium was the most 
frequent site for pain, but commonly it was ex- 
perienced in chest, back, or other parts of the 
abdomen. 

Severe loss of weight was a common finding. Often 
this was out of proportion to the anorexia which 
was also usually present. Jaundice developed at 
some time during the course of the illness in sixty- 
eight of the patients; it was the initial symptom in 
fifteen. Pain attended the jaundice in all but sixteen 
cases. Rather striking implications might be derived 
from these facts—that jaundice was frequently absent 
(32 per cent) and was more often painful than pain- 
less (68:16). 

Other alterations of function of the digestive 
system were nondescript, including nausea, vomit- 
ing, constipation, occasionally diarrhea, and com- 
monly occult blood in the feces. Fever was present 
in about one-fourth of the cases, and occasionally 
a high fever had no other apparent cause than the 
cancer itself. Discovery of an abdominal mass was 


common but was not at all helpful for early diag- 
nosis, since it usually signified metastasis locally 
or to the liver. Palpation of a distended gall bladder 
was recorded in fifteen instances. 

The blood picture was not distinctive; frequently, 
when tested, the sedimentation rate was fast. Gly- 
cosuria was discovered in twenty cases and was 
usually mild and transitory. The fasting blood sugar 
level was higher than normal in eighteen of the 
twenty cases in which it was tested. Stool examina- 
tions had rarely been made during life in these one 
hundred patients. The authors decried this fact and 
pleaded for more frequent use of this diagnostic 
method. They recommended appropriate examina- 
tions for increased bulk, undigested fat, and un- 
digested muscle fibers. Blood diastase and lipase 
estimations and the secretin test had been done too 
seldom to permit their evaluation. However, the 
authors expressed the opinion that lipase estima- 
tion and the secretin test should be helpful in diag- 
nosis of obscure causes for abdominal pain. In ten 
out of thirty-six cases in which gastrointestinal x- 
ray studies were conducted, there were findings 
suggestive of pancreatic disease. X-ray examinations 
were valuable chiefly for the purpose of excluding a 
diagnosis of intrinsic gastrointestinal disease. 

Although this review of one hundred cases by no 
means solves the problem of how to make an early 
diagnosis of pancreatic cancer, one of the conclu- 
sions of these authors should be helpful: “If 
symptoms or findings are suggestive of cancer of 
the pancreas, a diagnostic laparotomy should be 
performed at once. To delay until a definite diagno- 
sis is made has proved fatal. If a patient has de- 
veloped within recent weeks or months persistent, 
mild, moderate, or severe pain in any part of the 
abdomen, either paroxysmal or constant, and if 
there has been an unaccountable loss of weight and 
if the physical examination and gastrointestinal 
roentgen-ray studies are negative, a probable diag- 
nosis of cancer of the pancreas is justified. In early 
cases of cancer of the body and tail there is no 
diminution of the pancreatic juice, and hence if the 
patient is to be saved the radical operation must be 
undertaken when only the symptoms just mentioned 
are present.” 
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Bleeding Peptic Ulcer 


Tue physiologic mechanism for death in massively 
bleeding peptic ulcer has been elucidated by Le 
Veen, Mulder, and Prokop (Surg. Gynec. ¢ Obst., 
94:433, 1952). The authors believed that loss of 
blood per se could not entirely account for the fatal 
outcome in some cases, because seemingly adequate 
blood replacement did not always forestall death 
from shock. They explained this circumstance on 
the basis of a selective diminution of blood supply 
to the liver, with consequent hepatic anoxia and 
formation of vasodepressor material by hypoxic 
liver tissue. 

The selective decrease in blood flow through the 
hepatic artery is a consequence of the fact that this 
vessel has a common origin with the arteries from 
which peptic ulcer bleeding takes place. Thus, when 
the gastroduodenal artery is the site of hemorrhage, 
a fall in blood pressure in the hepatic artery results 
and is out of proportion to the reduction of blood 
pressure in arteries elsewhere in the body. The 
authors describe the following analogous situation: 
**‘A man is watering his garden when suddenly a 
large hole is cut into the middle portion of the hose. 
The flow at the nozzle of the hose immediately drops 
to a drizzle.” 

These facts about the effect of peptic ulcer bleed- 
ing on hepatic artery flow give a certain urgency to 
the decision as to whether or not a patient should 
be treated surgically. 


ACTH for Chronic Liver Disease 


AttuoucH ACTH, Cortisone, or progesterone may 
be helpful in treatment of chronic liver disease, 
Havens and co-workers found that there is greater 
risk of untoward reactions than in some other dis- 
orders for which these drugs are used (Metabolism, 
1:172, 1952). 

The chief beneficial effects were increased appe- 
tite and sense of well-being. When general condi- 
tion and liver function improved, it was not im- 
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Bleeding from a duodenal ulcer (gastroduo- 
denal artery) selectively depresses blood flow 
and blood pressure in the hepatic artery. 


probable that this was a result of improved state of 
nutrition, related only indirectly to the action of 
the drugs. The principal untoward effects were the 
usual ones observed with ACTH or Cortisone. A 
tendency to abnormal retention of liquid was espe- 
cially strong, presumably because chronic liver dis- 
ease itself causes disturbances of water metabolism. 


Mortality in Intestinal Obstruction 


In a stupy of 430 cases of mechanical intestinal 
obstruction treated at the University of Pennsylvania 
Hospital between 1940 and 1950, Nemir reported 
an over-all mortality rate of 10 per cent as com- 
pared with higher rates in earlier series (Ann. Surg., 
135 :367, 1952). There was no decrease in mortality, 
however, from 1945 to 1950 when penicillin and 
other antibiotics were widely used. This was not 
interpreted as indicating that the antibiotics are of 
no use, since experimentally they have been shown 
to protect the devitalized bowel wall. 

When gangrenous bowel was found at operation 
the mortality rate rose to 31 per cent, indicating 
that factors other than those amenable to present 
improved methods in management continue to ex- 
ist. Intestinal obstruction due to malignancy ac- 
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counted for almost half of the total deaths. Other 
common causes were adhesions, external hernias, 
strictures, and congenital defects. An outpouring of 
toxic intraluminal contents through the devitalized 
bowel wall was not implicated as the cause of death 
in all instances, but the presence of bloody fluid in 
eight of twelve fatal cases found with gangrenous 
bowel suggested that this may have been a con- 
tributing factor. 


lodinated Thiouracil Compound 


IopinaTED thiouracil compounds were produced in 
the expectation that they might combine the best fea- 
tures of iodine and thiouracil. Goldner and Kirschen- 
feld have tried one such compound (Itrumil) in a 
small group of patients having thyrotoxicosis (Me- 
tabolism, 1:111, 1952). They report the optimal 
dosage to be between 300 and 600 mg. a day, given 
in divided doses. In eight of ten cases the drug 
afforded excellent preparation for surgical treat- 
ment. It had the advantage that the thyrotoxic state 
was controlled much more quickly (twelve to twenty 
days) than is possible with thiouracil alone. In the 
other two instances however, the thyroid glands 
were friable and hypervascular at times of operation. 
It was not possible to be sure that the good effects of 
the iodinated thiouracil compound were not due 
entirely to the iodine content. 

Two untoward reactions were encountered in 
this small series of cases. One was an episode of 
postoperative thyroid crisis. The other was charac- 
terized by sore throat, itchy tongue, enlargement of 
cervical glands, and fever. These symptoms sub- 
sided within three days after the iodinated thiouracil 
was discontinued. 


Ventricular Tachycardia from Quinidine 


WHEN quinidine is given for the purpose of con- 
verting auricular fibrillation to normal rhythm, there 
is some risk that the drug will provoke ventricular 
tachycardia. Wetherbee, Holzman, and Brown ob- 
served this complication in six out of sixty-five cases 
of auricular fibrillation (Am. Heart J., 43:89, 1952). 
They did not use “excessive” doses of quinidine, 
and in some instances there was no forewarning of 
ventricular tachycardia. 

However, the authors emphasize that close ECG 
control is required when patients are receiving large 
doses of quinidine. Increase in intraventricular con- 
duction time, lengthening of Q-T interval, or ap- 
pearance of ventricular premature beats are indica- 


tions that the drug should be discontinued. If ven- 
tricular tachycardia develops, intravenous adminis- 
tration of procaine hydrochloride solution (0.1 to 
0.2 per cent) is recommended by the authors. Pre- 
sumably, procaine amide (Pronestyl) would be 
equally useful. 


Ascorbic Acid Deficiency Due to ACTH 


Ascorsic acid is found in high concentration in 
the adrenal cortex, and the administration of ACTH 
markedly reduces the stores of this vitamin in the 
adrenal gland. Holley and McLester present two 
patients who developed a hemorrhagic tendency 
typical of vitamin C deficiency after prolonged 
ACTH treatment for rheumatoid arthritis (Arch. 
Int. Med., 88:760, 1951). A prompt regression of 
symptoms occurred after ascorbic acid therapy. The 
symptoms did not reappear when ascorbic acid was 
administered along with the ACTH at a later date. 


Antithrombin and Venous Thrombosis 


ABouT two years ago Ochsner and co-workers re- 
ported that a tendency to peripheral venous throm- 
bosis is reflected by a reduction of blood antithrom- 
bin, and that treatment of this deficit, by means of 
alpha tocopherols and calcium, affords protection 
against venous thrombosis. McLachlin, Paul, and 
Paterson have reassessed the validity of this method 
(Surg., Gynec. ¢ Obst., 94:297, 1952). They made 
serial antithrombin determinations, according to 
the technique of Kay and Ochsner, in a group of 
elderly patients who were seriously ill and were 
expected to die. 

In those cases in which death resulted and in 
which autopsy examinations were made, the authors 
undertook painstaking dissections of the deep veins 
of the lower extremities. The incidence of discovery 
of venous thrombosis was compared with the anti- 
thrombin determinations made during life. There 
was a complete lack of correlation. Definite venous 
thrombi of the lower extremities were found in cases 
in which a “‘safe”’ antithrombin level had been pres- 
ent during life. The authors conclude that the test 
cannot be recommended for the prediction of venous 
thrombosis under ordinary hospital conditions. 


Laryngeal Paralysis in Tuberculosis 


Rapner and Snider report two cases of long-stand- 
ing, chronic pulmonary tuberculosis associated with 
left recurrent laryngeal nerve paralysis (Am. Rev. 
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Tuberc., 65:93, 1952). In both cases there was a 
dense caseous mass in the region of the aortic arch, 
resulting in retraction of the upper lobe bronchus. 
In both cases bronchiogenic carcinoma complicating 
tuberculosis was considered. The laryngeal paral- 
ysis is due to compression of the left recurrent 
laryngeal nerve by adjacent lymph nodes. 


Atherosclerosis 


As A result of chemical and histologic studies of 
human arteries, Lansing believes that aging and al- 
teration of elastic tissue precede intimal accumula- 
tion of cholesterol (Ann. Int., Med., 36:39, 1952). 
This does not gainsay the importance of derange- 
ment of cholesterol metabolism in the pathogenesis 
of atherosclerosis. It does focus attention on a factor 
which may largely determine the sites of lesions. 


Rhinitis Medicamentosa 


A RENEWAL of the warning against indiscriminate 
use of vasoconstricting nose drops has been written 
by Walker (J. Allergy, 23:183, 1952). He is con- 
cerned chiefly with the turgescence which persists 
as long as nose drops are being used. This condi- 
tion is explained as an exaggerated rebound of nasal 
congestion which follows vasoconstriction. It is a 
vicious cycle of congestion, use of nose drops, 
vasoconstriction, rebound congestion. 

According to Walker, the diagnosis is suspected 
when there is history of prolonged use of nasal 
medication, constant nasal obstruction with little or 
no discharge, and poor response of nasal congestion 
to vasoconstrictors. Confirmation is obtained by 
withdrawal of nasal medication. For a day or two, 
nasal blockage is worse; then it subsides quickly. 


Ring Biopsy of the Cervix 


A sPECIAL technique for biopsy of the uterine cervix 
in doubtful cases has been outlined by Latour (Surg., 
Gynec. & Obst., 94:270, 1952). The method is used 
especially for cases in which vaginal cytology is 
positive for a malignant neoplasm, but in which the 
cervix appears normal and the vagina, uterus, and 
adnexa are grossly negative. Tenacula are applied 
to each side of the cervix which is then drawn down 
and carefully examined. Using a sharp angulated 
knife, excision is made of a ring of tissue comprising 
about a centimeter of the lower end of the endo- 
cervical canal and about a centimeter of the sur- 
rounding portio epithelium. The resulting biopsy 
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specimen is a complete ring of cervical tissue. Bleed- 
ing is readily controlled by searing the surface with 
a hot wire cautery. After this, the endocervical 
canal is dilated and curetted, and the scrapings are 
saved separately from those obtained from the endo- 
metrial cavity. The ring of cervical tissue is fixed 
and then studied in serial fashion by usual micro- 
scopic techniques. The author believes that once in 
a while this method discloses an invasive carcinoma 
of the cervix which would not be discovered with 
ordinary techniques. 


Influence of Cortisone on Strep. Infection 
A REPORT by Mogabgab and Thomas contains addi- 


tional information on the influence of Cortisone on 
experimental infections (J. Lab. & Clin. Med., 
39:271, 1952). The authors injected virulent strep- 
tococci into the skin of rabbits. In control animals a 
vigorous local inflammation developed, but systemic 
spread of the infection rarely followed. In the Cor- 
tisone-treated group, however, the local effect was 
lacking or delayed, and bacteremia and early death 
usually followed. In spite of severe bacteremia, these 
animals looked well and ate well until just before 
they died. When penicillin was given early enough 
and in large enough doses, the streptococcic infec- 
tion was controlled in the Cortisone-treated rabbits. 


Treatment of Pseudomonas Infections 


Inrections with Pseudomonas aeruginosa are known 
to be resistant to chemotherapeutic and antibiotic 
agents. Jawetz has demonstrated that the antimi- 
crobial agent most effective against this organism is 
polymyxin (Arch. Int. Med., 89:90, 1952). The 
author treated thirty-five patients with polymyxin B 
and obtained good results. He considers this drug 
to be entirely safe for topical, parenteral, or intra- 
thecal administration. 


ACTH and Cortisone in Hepatitis 


Rirkin and his co-workers report on four cases of 
severe acute homologous serum hepatitis, all of 
which showed a progressively downhill course on 
the usual therapy for hepatitis, but showed a re- 
markable clinical improvement following the ad- 
ministration of ACTH or Cortisone (Arch. Int. 
Med., 89:32, 1952). These patients showed striking 
abnormalities in liver function before treatment with 
ACTH or Cortisone. Definite improvement in liver 
function tests occurred after the administration of 
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the hormones. In two patients there was a relapse 
following discontinuation of therapy, but a rapid 
remission occurred upon reinstitution of hormonal 
treatment. 


Hepatitis Among Narcotic Addicts 


ALTSCHUL and his associates report five cases of hep- 
atitis occurring in heroin addicts who administered 
the narcotic to themselves by the intravenous or hy- 
podermic route (Arch. Int. Med., 89:24, 1952). Be- 
cause the viruses of hepatitis are resistant to the 
ordinary means of sterilization and because heroin 
addicts rarely employ properly sterilized needles 
and syringes, it is not surprising that virus hepatitis 
should occur among the addicts. Because of the pos- 
sibility of anicteric hepatitis, the authors suggest the 
routine employment of liver studies in all patients 
with the history of narcotic addiction. 


Mesenteric Vascular Occlusion 


Rasinovici and Fine have demonstrated that when 
areas of dog intestine are rendered ischemic by liga- 
tion of mesenteric vessels, the use of oral aureomycin 
increases the incidence of survival (Ann. Surg., 
135:244, 1952). After ligation of mesenteric veins 
supplying a loop of bowel, only 20 per cent of ani- 
mals not treated with antibiotics recovered, whereas 
all of a similar group of animals survived when 
aureomycin was given immediately after the mesen- 
teric injury. 

The results after ligation of mesenteric arteries 
were similar to those in animals subjected to venous 
occlusion. When both arteries and veins were li- 
gated, administration of aureomycin was effective 
in only 60 per cent of the animals; however the 
survival rate was much lower (30 per cent) in those 
not treated. The authors concluded that the bene- 
ficial effects of the drug were due to prevention of 
the occlusion of tiny collateral capillaries with in- 
fected material absorbed from the bowel, and to 
retardation of the intestinal necrosis produced by 
bacterial action. 


Gallbladder Surgery 


A stupy of the causes of death following biliary 
tract surgery for nonmalignant disease has been 
reported by Glenn and Hays (Surg., Gynec. & 
Obsi., 94:283, 1952). The study included 3,439 
patients, and there were sixty-three postoperative 
deaths. A period of eighteeen years was encom- 


passed. It was found that hepatic disease (cirrhosis, 
infection, necrosis) has maintained first place as the 
cause of death in these surgical cases. 

In contrast, during recent years, deaths from 
acute pulmonary disease and deaths due primarily 
to peritonitis have greatly declined since antibiotics 
became available. Coincidentally, there has been an 
apparent increase in the number of deaths due to 
degenerative diseases. The authors believe that this 
reflects the present willingness to subject the aged 
to biliary tract surgery. As might be expected, 
mortality was lowest in cases of cholecystectomy for 
chronic cholecystitis (0.5 per cent). 


Cardiopulmonary Response to Hypoxia 


Stupies by Doyle, Wilson, and Warren showed that 
the normal response to acute hypoxia is twofold: 
pulmonary arteriolar constriction and increased 
cardiac output (Circulation, 5:263, 1952). It is also 
believed that segmental constriction of pulmonary 
arterioles normally attends airlessness in a portion 
of a lung; this response is protective because it 
shunts blood away from the airless region. Cardiac 
patients often respond abnormally—manifest neither 
pulmonary arteriolar constriction nor increased 
cardiac output. This partly explains the special 
hazard of respiratory stresses (pneumonia, embol- 
ism) in patients with heart failure. 


Electrolytes in Pyloric Obstruction 


IN a review of twenty-four cases of pyloric obstruc- 
tion treated at the Cook County Hospital, Lans and 
his co-workers have demonstrated that in addition 
to hypochloremia and alkalosis, such patients have 
a considerable loss of potassium (Ann. Surg., 
135-441, 1952). All the patients in this study 
showed a serum potassium concentration below 3.5 
mEq./L. (normal 4 to 5.6 mEq./L.). All exhibited 
lethargy, listlessness, apathy, and mental depres- 
sion. Seven were confused and three were dis- 
oriented. Muscular weakness was present in all, and 
one patient had paralysis of both lower extremities. 

The hypokalemia was felt to be due to several 
factors including a loss through suction of gastric 
contents (equivalent to 6 to 8 Gm. of potassium 
chloride per day), and cessation of intake of potas- 
sium because of inability to take food and fluids by 
mouth. Although in some instances the urine out- 
put was scanty, when an adequate excretion was 
maintained, there was an additional loss of potas- 


sium through the kidneys. 
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In a number of instances the state of alkalosis 
could not be improved by the administration of 
sodium chloride alone, but only when postassium 
chloride was added. In all cases, institution of intra- 
venous potassium chloride therapy resulted in a 
striking improvement in mental attitude and mus- 
cular strength. In several patients it appeared to be 
a life-saving procedure. Potassium therapy was 
begun by the addition of 3 Gm. of potassium 
chloride per day to intravenous fluids. Later, when 
the serum potassium level had reached normal, it 
was maintained by the daily administration of 6 Gm. 
of potassium chloride by mouth. Intravenous solu- 
tions were given slowly, not faster than 120 to 180 
drops per minute. The authors emphasized the 
danger of rapid infusion which may be toxic to the 
heart, causing heart block and cardiac arrest. Potas- 
sium must also be given cautiously to patients hav- 
ing renal insufficiency, because they are unable to 
excrete excessive amounts of the salt. 


Traumatic Esophageal Perforation 


Tuis surgical emergency should come to mind in 
any patient who has had esophageal instrumenta- 
tion or probable ingestion of a foreign body and 
who develops pain or respiratory symptoms, accord- 
ing to Weisel and Raine (Surg., Gynec. ¢ Obst., 94: 
337, 1952). Pain is severe and usually localized to 
the back; sometimes it is also felt in the epigas- 
trium. Physical or x-ray signs of pneumothorax, 
mediastinal widening, or mediastinal emphysema 
are important confirmatory findings. In doubtful 
cases a swallow of Lipiodol should clinch the diagno- 
sis. A shock-like state tends to persist until surgical 
treatment of the lesion is accomplished. 
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The authors recommend primary closure of the 
perforation and thorough cleansing of the medias- 
tinum by suction tip, gauze sponge, and mechanical 
removal of foreign material. They believe that the 
same treatment should be used for spontaneous 
perforations. 


Terramycin for Endocarditis 


Geraci proposes four indications for terramycin 
treatment of bacterial endocarditis: (1) isolation of 
an organism quite sensitive to terramycin and re- 
sistant to penicillin; (2) marked allergic sensitivity 
of the patient to penicillin, organisms sensitive to 
terramycin and resistant to other drugs; (3) organ- 
isms resistant, but in vitro tests show enhanced 
bactericidal action when terramycin is used with an- 
other drug; (4) in combination with dihydrostrep- 
tomycin to delay development of streptomycin re- 
sistance in treatment of streptomycin-sensitive 
Gram-negative organisms (Proc. Staff Meet. Mayo 
Clin., 27:169, 1952). 

Results of terramycin treatment of bacterial en- 
docarditis have been good but not spectacular. In- 
cluding nine new cases reported by Geraci, the 
record can be diagrammed as in the above illustration. 


Treatment of Pulmonary Edema 


InHALATION of alcohol vapor is helpful in treatment 
of severe pulmonary edema, according to Luisada, 
Goldmann, and Weyl (Circulation, 5:363, 1952). 
Alcohol has antifoaming properties and changes the 
sputum from an abundant, foamy, bubbling mate- 
rial to small amounts of liquid or thick expectorate. 
A recommended apparatus utilizes a special type of 
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vaporizer and delivers the vapor from 30 per cent 
ethyl alcohol, along with oxygen, through a nasal 
catheter. The authors believe that the method is 
useful regardless of the cause for pulmonary edema, 
that it is more likely to provide dramatic benefit in 
acute cases, and that it should not be used to the 
exclusion of other measures (venesection, mercu- 
rials, aminophylline, etc.). 


Carcinoma of the Rectum 


SponcE biopsy for diagnosis of carcinoma of the 
rectum has been described by Gladstone (Am. J. 
Surg., 83: 664, 1952). The method provided the 
correct diagnosis in all of sixteen instances which 
were proven to be malignant by surgical biopsy or 
by removal of the lesion. In two of the sixteen cases, 
a surgical biopsy had been reported negative, al- 
though cancer was later found; but in both of these 
cases a sponge biopsy specimen showed malignant 
cells. 

The biopsies are taken through a proctoscope or 
sigmoidoscope by rubbing a small square of Gel- 
foam or cellulose gauze over the lesion in question. 
Both sides of the gauze are rubbed over the tumor 
several times, after which the sponge is dropped 
immediately into formalin solution. Sections are 
taken of it as though it were a piece of tissue. Be- 
cause of the nature of carcinoma of the rectum, 
surgical biopsies are sometimes erroneously nega- 
tive because they have not been taken from the 
affected area of the lesion. Since sponge biopsies in- 
clude a larger area of the tumor, they are sometimes 
more accurate. Furthermore no cutting is neces- 
sary, there is no pain, and the danger of perfora- 
tion, hemorrhage, or infection is practically nil. 
The successful treatment of rectal cancer depends 
upon early diagnosis and complete removal, and 
the author stated that a larger number of cases can 
be diagnosed in their early stages by this method. 


Paresis of the Abducens Nerve 


Patsy of the abducens nerve following spinal 
anesthesia is more common than is generally real- 
ized, according to a report by Kennedy and Lock- 
hart (Anesthesiology, 13:189, 1952). Many cases of 
slight paresis, esophoric or exophoric, occur and 
are apt to be overlooked because they disappear in 
a few days. Abducens paresis, commonly preceded 
by headache, nausea, dizziness, photophobia, and 
stiff neck, usually occurs from the third to the 
fifteenth postoperative day. A number of theories of 


etiology have been advanced, including mechanical 
injury because of the long course of the nerve, a 
direct toxic effect upon the nerve or nuclei, and an 
inflammatory reaction attributed to low-grade men- 
ingitis. Ninety per cent of patients recover in eight 
weeks or less. 

The only treatment recommended for most cases 
was the covering of one eye to eliminate diplopia 
and prevent nausea, and even this treatment should 
be discontinued as soon as possible. The authors 
emphasized that muscle surgery on the affected eye 
should be deferred for a period of two years, since 
two patients have shown spontaneous recovery 
twelve to eighteen months after the paresis de- 


veloped. 


Blood Sugar During Labor 


BERNSTINE and Boysen studied the effect of labor 
upon blood sugar in 105 cases (Am. J. Obst. & 
Gynec., 63:627, 1952). The average blood sugar 
value was lower during labor than during the pre- 
natal course. The authors were reluctant to ascribe 
any particular significance to this finding, but they 
did conclude that the administration of glucose in- 
travenously during labor is good supportive treat- 
ment, especially in cases of difficult or prolonged 
labor. They thought this might be beneficial to the 


unborn infant as well as to the mother. 


Fractures of the Tibia and Fibula 


In a review of 135 fractures of the shafts of the tibia 
and fibula, treated at the Medical College of Virginia 
Hospital in Richmond, Carpenter and his co- 
workers found that best results were obtained in 
those patients who received the simplest treatment 
(Arch. Surg., 64:443, 1952). In simple comminuted 
fractures, they found that an effective method con- 
sisted in the application of plaster during use of a 
reinforced gauze traction hitch about the ankie. In 
this method the assistant held constant traction on 
the lower leg while a firm plaster long leg cast was 
applied by the operator, using a minimum amount 
of sheet wadding. 

In compound comminuted fractures, a thorough 
débridement of the wound was performed, pre- 
serving all vital tissue, particularly skin and soft 
tissue coverage of bone. The compound wound was 
then closed with interrupted silk sutures in many 
cases, and the fracture reduced as though it were a 
simple fracture. A firm plaster cast was applied 
under traction, and tetanus antitoxin or toxoid ad- 
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ministered, with antibiotic therapy. In compound 
fractures, internal fixation of the fractured fibula 
often resulted in satisfactory splinting of the tibia, 
with good union. The soft tissue injury often 
presented a greater problem in treatment than the 
fracture itself. Nonunion resulted in six cases and 
delayed union of more than five months in twenty- 
two. In many of these instances however, firm union 
followed a longer period of immobilization. 

The authors believe that there is only an occa- 
sional indication for open reduction with internal 
fixation in simple tibial shaft fractures. They 
stressed as the most important aspect of the treat- 
ment of these injuries, the application of a firm, 
snug-fitting cast with a minimum of sheet wadding 
—-a procedure which can be carried out effectively 
in a great majority of instances with the aid of a 
gauze traction hitch. 


Sciatic Nerve Block for Vasodilation 


AN EFFECTIVE means of producing vasodilation in the 
lower extremity by the injection of procaine into 
the sciatic nerve has been described by Marmer 
(Anesthesiology, 13:207, 1952). In an analysis of 
forty-two sciatic nerve blocks and eleven paraverte- 
bral lumbar sympathetic ganglion blocks, a compari- 
son of the two methods revealed that procaine in- 
jection into the sciatic nerve is less painful, easier 
to perform, and the amount of vasodilation is equal 
to or greater than that obtained by sympathetic 
block. Motor loss and sensory loss last for only about 
forty-five minutes. 

The material for the injection consisted of 10cc. 
of 1 per cent procaine solution or, in more per- 
sistent cases, 10 cc. of 1.5 per cent Metycaine solu- 
tion. This was injected into the sciatic nerve where 
it makes its exit from the sciatic notch. The method 
of directing the needle was described. Injection was 
begun when the patient first noticed paresthesia. 
There were no complications. 


Carcinoma in Nodular Nontoxic Goiter 


In a review of 580 cases of nodular goiter, Cerise, 
Randall, and Ochsner found an operative incidence 
of carcinoma of 19.8 per cent in glands showing soli- 
tary nodules, and 12.8 per cent in thyroids contain- 
ing multiple nodules (Surgery, 31: 552, 1952). A 
preoperative diagnosis of cancer was made in less 
than half of the cases, and even at operation it was 
made in only 61 per cent of them. 

The treatment of carcinoma limited to one lobe 
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of the thyroid gland was hemithyroidectomy with re- 
moval of the isthmus. If it had spread to cervical 
nodes or locally to the muscles, a radical neck dis- 
section was performed. 

The authors concluded that they were unable to 
diagnose carcinoma of the thyroid early by any pres- 
ent clinical means, but that the incidence of cancer 
in both single and multiple nodular goiter is suffi- 
ciently high to warrant prophylactic thyroidectomy 
in all cases, unless a definite surgical contraindica- 
tion exists. 


Treatment of Unresolved Pneumonia 


IN TREATING a patient having unresolved pneumo- 
nia, Muenster and his co-workers instilled strep- 
tokinase and streptodornase into the bronchi (Am. 
J. Med., 12:376, 1952). In this patient the pneumo- 
nia had failed to resolve after one month. Fibrino- 
purulent material was thought to be occluding the 
smaller bronchi of the involved lobe, preventing 
drainage and expansion. The instilled enzymes 
liquefied the fibrinopurulent material, and within 
four hours after the instillation, the patient expec- 
torated increasing amounts of thin, colorless spu- 
tum, whereas before this therapy her cough had 
been unproductive. There was considerable clear- 
ing of the pneumonia within three days, and by the 
tenth post-treatment day, the pneumonia had al- 
most completely resolved. 


Traumatic Chylothorax 


Wricut and Gardner have called attention to the 
occasional occurrence of chylothorax following stab 
and bullet wounds of the chest and, more recently, 
intrathoracic operations (J. Bone & Joint Surg., 
34B: 64, 1952). The normal chyle in the thoracic 
duct flows at a rate of between 60 and 190 cc. per 
hour, but this flow depends upon the intake of food 
and water. Chyle is responsible for the transporta- 
tion of 70 per cent of ingested fats from the intestine 
to the blood stream, and also plays a large part in 
carrying proteins. 

Since many cases of chylothorax occur as a result 
of severe thoracic trauma with shock, three or four 
days usually elapse after injury before the onset of 
symptoms. This is also brought about by the fact 
that the chyle first accumulates in the posterior 
mediastinum, and it is only after several days that 
the pleura on one or both sides gives way and allows 
a sudden leakage of fluid into the pleural cavity. 
Therefore symptoms often appear suddenly and at 
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first are referable only to the mechanical effect of a 
large pleural effusion. Such symptoms are relieved 
strikingly by thoracentesis, but they recur as the 
effusion returns. If leakage continues for many days, 
a second group of symptoms appears due to the loss 
of fat, protein, and fluid. The patient loses weight, 
becomes dehydrated, the serum protein falls, and 
there is a decrease in the number of circulating 
lymphocytes and eosinophils. 

Treatment of chylothorax has usually been con- 
servative, but the results of this type of manage- 
ment have been discouraging since most authors re- 
cord a mortality rate of between 40 and 50 per cent. 
By conservative means the pressure effects of the 
pleural effusion are relieved by thoracentesis, and 
spontaneous closure of the ruptured duct is encour- 
aged. Oral fluids and fat are restricted, and the nor- 
mal plasma protein level is maintained by the trans- 
fusion of blood and plasma and occasionally by the 
intravenous infusion of chyle aspirated from the 
chest. More recently, since it has been shown that 
the thoracic duct can be ligated without ill effect, 
intrathoracic ligation has been advocated as a more 
definitive method. 


Ergot Alkaloids for Hypertension 


Tue practical value of treating hypertension with 
dihydrogenated ergot alkaloids is very doubtful, 
judging from a recent report by Dupuy and associ- 
ates (Circulation, 5: 285, 1952). The authors used a 
compound containing equal amounts of dihydro- 
ergocristine, dihydroergokryptine, and dihydro- 
ergocornine. The preparation was shown to be capa- 
ble of lowering blood pressure in some hypertensive 
patients. However the incidence of a hypotensive 
effect was low, and when obtained, it was usually 
slight and transient. 


Spontaneous Hemopneumothorax 


WHEN spontaneous pneumothorax results from torn 
pleural adhesions, there is seldom any important 
bleeding. Occasionally, however, there may be rather 
brisk hemorrhage from the area on the chest wall 
where the adhesions were attached, and hemopneu- 
mothorax results. The presence of air in the pleural 
space does not retard this kind of bleeding. 

Beatty and Frelick report that the mortality rate 
in spontaneous hemopneumothorax is around 20 per 
cent (Ann. Int. Med., 36: 845, 1952). They believe 
that this figure can be reduced only if physicians 
are alert to the need for early exploratory thoracot- 


omy in cases of severe bleeding. They recommend 
prompt aspiration of blood and air, to facilitate pul- 
monary re-expansion. Aspiration should be repeated 
when necessary, as indicated by frequent x-ray 
examinations. 

When it is obvious that hemorrhage is not stopping 
with conservative treatment, thoracotomy should be 
done early. Finally, the authors believe that subse- 
quent pulmonary decortication will seldom be neces- 
sary if streptokinase and streptodornase are used 
intrapleurally after the acute bleeding is over. 


Sarcoidosis 


Myers and his associates observed four sarcoidosis 
patients with migratory polyarthritis resembling 
rheumatic fever or rheumatoid arthritis (Am. J. 
Med., 12:161, 1952). Noncaseating epithelioid granu- 
lomas of the sarcoid type were demonstrated by 
random muscle biopsy in three patients and by 
lymph node biopsy in one. Pronounced hilar lymph- 
adenopathy was demonstrated in all patients, and 
there was an associated finely nodular pulmonary 
infiltration in two patients and generalized lymph- 
adenopathy in two patients. 

This study not only emphasizes the association 
of sarcoidosis and polyarthritis, but also points up 
the value of random muscle biopsy as a diagnostic 
procedure in suspected sarcoidosis, even when there 
are no manifestations relating to the muscular 
system. 


Bone Lesions in Diabetes Mellitus 


BEmLeMAN and Duncan describe destructive lesions 
of the bones of the foot seen in patients with diabetes 
mellitus (Am. J. Med., 12:43, 1952). In one type 
there is gradual dissolution of the tarsal bones and 
their articulations, attributable to diabetic neuropa- 
thy—the lesions being similar to those described 
in Charcot joints. In a typical case the patient has 
had diabetes which has been poorly controlled for 
many years. There is gradual development of mani- 
festations of severe diabetic neuropathy with little 
or no vascular insufficiency or infection. Swelling 
appears in the midportion of the foot, with or with- 
out pain, and there is progression to a loss of both 
arches of the foot and finally to a total dissolution of 
the tarsal bones and their articulations. Arterio- 
sclerosis, infection, and malnutrition enter into the 
pathogenesis of this form of bone involvement only 
indirectly, in that they may aggravate the neuropathy. 
A second type of bone lesion found in many 
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diabetic patients is associated with infection and 
arterial insufficiency, and occurs in extremities in 
which there are few or no signs of diabetic neurop- 
athy. In these patients there is rarefaction of the 
phalanges and metatarsals secondary to chronic in- 
fection in the adjacent soft tissues and to associated 
arterial insufficiency. 


Middle Lobe Syndrome 
Coarse of the middle lobe of the lung due to long- 


continued extrinsic pressure upon its bronchus by 
enlarged lymph nodes is known as the middle lobe 
syndrome. The diseased lymph nodes are usually 
tuberculous, and many years may elapse before 
symptoms appear. The symptoms of middle lobe 
syndrome are due to bronchial obstruction and 
bronchiectasis, and consist of intermittent hemop- 
tysis, recurrent episodes of pneumonitis, cough, 
chest pain, dyspnea, fatigability, and wheezing. 

In addition to these manifestations, Katz also 
noted the rather frequent occurrence of traction 
diverticula of the esophagus in his patients (Am. 
Rev. Tuberc., 65 :455, 1952). The bronchopulmonary 
disease is responsible for the localized retraction 
which results in a diverticulum. These diverticula 
are usually symptomless. 


Chloramphenicol for Bronchiectasis 


Harris and his co-workers found that oral adminis- 
tration of chloramphenicol was effective in the con- 
trol of bronchopulmonary suppuration (Dis. of Chest, 
21:450, 1952). In patients with chronic broncho- 
pulmonary suppuration, effective symptomatic re- 
sponse was maintained with doses of 1 Gm. two or 
three times weekly for periods of two to six and 
one-half months. 

The only disturbing complication noted in a series 
of sixty-two patients was the development of two 
cases of aplastic anemia, one of which was fatal. 


Tuberculosis in Household Associates 


AN ANALysis by Puffer and her associates indicated 
that persons closely related genetically to a tubercu- 
lous patient have both high attack and death rates 
from that disease (Am. Rev. Tuberc., 65:111, 1952). 
The development of tuberculosis in household asso- 
ciates exposed to sputum-positive disease depended 
upon the genetic relationship of members of the 
household to the patient. One group of household 


associates consisted of close relatives, that is, the 
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parents, siblings, and children of sputum-positive 
cases. A second group included all other household 
members, such as nieces and nephews, grandchil- 
dren, consorts, and those with no genetic relation- 
ship (sons-in-law, daughters-in-law). The attack 
and death rates for the close relatives were higher 
than the rates for other members of the households. 
The tuberculosis attack rate for the Negro associates 
was higher than for the white associates. 

The highest attack rates were found in white fe- 
males between the ages of 15 and 34 years, and in 
Negro females between the ages of 10 and 24 years. 
Since age, sex, race, and genetic relationship influ- 
ence the development of tuberculosis in persons ex- 
posed to the disease, these factors should be con- 
sidered in the arrangement of tuberculosis control 
programs. 


Beryllium Granulomatosis 


Nine cases of diffuse pulmonary granulomatosis re- 
sulting from exposure to beryllium in the manufac- 
ture of radio tubes were reported by Slavin (Am. 
Rev. Tuberc., 65:142, 1952). The patients were 
women whose working conditions were characterized 
by dispersion of beryllium dust through the sur- 
rounding air, there being no provision for respira- 
tory protective equipment. 

Chronic pulmonary beryllium granulomatosis is a 
serious incurable disease. Because of the absence of 
fever and pain, the patients in this series sought 
medical advice only when the ailment was far ad- 
vanced, and dyspnea had become disabling. The 
chest roentgenogram often showed an enlargement 
of the mediastinal lymph nodes, diffuse nodulation, 
multiple bleb formation. Rupture of blebs with re- 
sulting pneumothorax occurred in several cases. 
Cor pulmonale was not an infrequent finding. 


Pulmonary Resection and Thoracoplasty 


WueEn thoracoplasty is combined with pulmonary 
resection, overdistention of the remaining pulmo- 
nary tissue is prevented and the dead space is obliter- 
ated. The likelihood of reactivation of the remaining 
foci of disease and of the development of empyema 
is thereby reduced. Ellis and his associates therefore 
recommend this combined operation whenever re- 
section is indicated and when the patient is a good 
risk (Am. Rev. Tuberc., 65:159, 1952). 

The combined procedure avoids the added risk, 
worry, and financial burden of two operations. Over- 
distention of the remaining pulmonary tissue is pre- 


vented early, before the tissues become adherent and 
stiff, a condition in which collapse may not be so 
effective in the prevention of either empyema or 
overdistention. Thoracoplasty performed at the time 
of pulmonary resection need not be so radical as a 
conventional thoracoplasty, and for this reason dis- 
ability and deformity are reduced. 


Hypokalemia from Mercurial Diuresis 


Ir 1s recognized that hyponatremia may develop in 
patients who are on a restricted intake of salt and 
who are receiving mercurial diuretics. But Hilton 
has observed that weakness, prostration, drowsiness, 
and anorexia were sometimes the result of hypo- 
kalemia rather than hyponatremia (Am. J. Med., 
12:311, 1952). In these patients plasma sodium and 
chloride concentrations were normal at the time the 
symptoms were noted. 


Allergic Reactions to PAS 


THE common toxic effects of para-aminosalicyclic 
acid (PAS) are confined to the gastrointestinal tract 
and are the result of local irritation. Less common- 
ly, acute drug fever and skin rashes of various types 
occur. 

In addition, Warring and Howlett record an inci- 
dence of 2.5 per cent of allergic reactions to PAS 
(Am. Rev. Tuberc., 65:235, 1952). These reactions 
consisted of urticaria, allergic gastrointestinal symp- 
toms, hay fever-like syndrome, drug fever, skin 
rash and paresthesias, drug fever with coryza and 
lymphadenopathy, and one case of Loeftler’s syn- 
drome. This latter instance of transitory pneu- 
monitis with eosinophilia is the first that has been 
attributed to PAS. Whenever possible, desensitiza- 
tion was carried out, using extremely small starting 
doses of PAS with daily small increments. 


Hemolytic Anemia in Lupus Erythematosus 


Dvusois has reported three cases of disseminated 
lupus erythematosus in which the disease started 
with symptoms of acquired hemolytic anemia (Am. 
J. Med., 12:197, 1952). He suggests that secondary 
hypersplenism occurs in disseminated lupus erythe- 
matosus and is responsible for the leukopenia, 
thrombocytopenia, and hemolytic anemia sometimes 
observed in this disease. Because of his experience, 
the author suggests that all patients with evidence 
of hypersplenism should have routine studies for 
Hargraves’ cells (LE cell). 


Spinal Anesthesia 


A usr of contraindications to the use of spinal 
anesthesia has recently been recorded by Anderson 
(California Med., 76:261, 1952), and can be partly 
outlined as follows: 
I. Psychologic: prejudice on part of patient 
against spinal anesthesia 
II. Physiologic 
A. Cardiovascular contraindications 
1. Coronary artery disease 
2. Severe arteriosclerosis 
3. Valvular heart disease 
4. Aortitis 
5. Severe hypertension 
6. Severe anemia 
7. Shock 
8. Operations above diaphragm 
B. Central nervous system contraindications 
1. Active disease of any kind 
2. Syphilis 
3. Poliomyelitis 
4. Disease of spinal column 
III. Technical 
A. Infected skin at injection site 
B. Persistent paresthesia 
C. Aspiration of blood during tap 
D. Disproportionate pain 
E. Use of concentrated solutions 


Thyroid Function and Vascular Reactivity 


One of the reasons that suppression of thyroid func- 
tion benefits patients with cardiac disease may be 
that the vascular tree no longer reacts strenuously 
to the normal impacts of life. Thus, Page and 
McCubbin have shown that when severe hypothy- 
roidism was induced in dogs, there was a striking 
diminution of vascular responsiveness to such sub- 
stances as epinephrine, nor-epinephrine, histamine, 
renin, and angiotonin (Circulation, 5:390, 1952). 


Effect of ACTH on Lesions of Arthritis 


Hisrotoeic lesions of rheumatoid arthritis in mus- 
cles, subcutaneous nodules, and synovial mem- 
branes were studied before and after treatment with 
ACTH or cortisone by Norcross and associates 
(Ann. Int. Med., 36:751, 1952). They found that the 
drugs had a significant effect upon the histopatho- 
logic changes, causing them to regress. There was 
no retardation of healing of the incisions used for 
obtaining biopsy specimens. 
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Information Please 


Profuse Axillary Perspiration 


Q. Profuse axillary perspiration is present in a 38-year-old mother 
of seven children. Since the birth of the youngest, two and a half 
years ago, she fails to respond to commercial products. She has no 
erythema of axillary skin, nor is excessive perspiration a problem 
elsewhere. Sugg as to of possible control which do 
not risk dermatitis would be much appreciated. 


A. This kind of sweating is often found in 
people who are tense, and it would not be sur- 
prising that “a 38-year-old mother of seven chil- 
dren” might be tense. Local applications to the 
axilla are helpful only as deodorants; they do not 
curtail the sweating. Sometimes mild sedation gives 
satisfactory results. Banthine (50 mg., one to three 
times a day) also is known to control hyperhidrosis. 


Glucose Infusions in Diabetic Acidosis 


Q. In the city where | practice there is a difference of opinion about 
when to give glucose solution intravenously to patients having 
diabetic acidosis. When should such infusions be started? 


A. The difference of opinion on this subject is 
not restricted to the questioner’s community; it is 
nation-wide. Some physicians advocate adminis- 
tration of five or ten per cent glucose solution early 
in the treatment of diabetic acidosis. They argue 
that this is necessary for two reasons mainly: (1) 
Because there is a greater deficit of water than 
electrolytes, and glucose solution is best for re- 
pletion of this water deficit. (2) The extra glucose 
acts as a “brake” on the reduction of blood sugar 
levels, and prevents the shock-like state that some- 
times follows administration of large doses of in- 
sulin, even though blood sugar levels are still 
hyperglycemic. 

Authorities who take an opposite view state that 
extra glucose is superfluous and aggravates liquid 
and electrolyte losses. They withhold glucose until 
blood sugar values are approaching normal. 

Apparently when other details of management 
are adequate, it does not make much difference 
which policy is adopted. In the article on ‘Diabetic 
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Coma” in GP for April, 1951, Duncan wrote as 
follows: 

“Glucose given early in the treatment will, I 
believe, do no harm, neither do I believe it will do 
any good or serve any useful purpose while marked 
degrees of hyperglycemia prevail. Ordinarily we 
give 1,000 cc. of 5 per cent solution of glucose 
beginning at the end of 6 hours of therapy, if at 
that time the patient is unable to retain nourishment 
by mouth. As a result of this rule, only a small 
percentage of patients in diabetic coma need glu- 
cose intravenously.” 


Enlarged Ovary and Amenorrhea 


Q. | have a 16-year-old white female patient who had a normal 
pregnancy with spontaneous delivery. Recovery was normal with 
early ambulation. Stilbestrol, 5 mg.., t.i.d., was given for a week to 
prevent lactation. She had a normal menstrual period three months 
after delivery, but none since. There are no complaints except the 
lack of menses. Examination shows only an enlarged right ovary 
(three or four times the size of the left ovary) which is tender. Is this 
due to a persistent corpus luteum cyst? What treatment, if any, is 
advised? 


A. In regard to the 16-year-old patient men- 
tioned above, there is no statement as to how far 
post-partum she is nor how many periods she has 
missed. Certainly a mass in the adnexal region with 
an absence of menses of a month or so would call 
for a pregnancy test to rule out ectopic pregnancy. 
The exact cause of the amenorrhea is not known 
nor is it known whether or not the cyst in the ovary 
is the cause of the amenorrhea. Hence I would 
place this patient on treatment for amenorrhea. 

Check the basal and bring the thyroid up to 
normal, and then give her cyclic estrogenic and 
progesterone therapy in order to see whether or 
not the periods can be induced. If so, and it is a 
corpus luteum cyst, the periods will probably con- 
tinue after several months and the corpus luteum 
cyst will probably go down. If it is due to a tumor 
of some kind such as an arrhenoblastoma, then the 
periods will probably not start, and the patient 
should be checked to see whether or not there is 
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enlargement of the ovary and also for development 
of signs relative to masculinization. Should any of 
these appear, then an exploratory laparotomy is 
warranted, but this should be done only on definite 
evidence of masculinization plus amenorrhea. 


Digitalis in Cor Pulmonale 


Q. A patient, 60 years old, has mild hypertension, chronic bronchitis, 
and pulmonary emphysema. An x-ray shows that his heart is en- 
larged. In the past month he has developed mild cardiac decompen- 
sation which | have treated with diuretics. Is it safe to give digitalis? 


A. Yes; digitalis therapy is quite safe, and is 
definitely indicated when cardiac decompensation 
develops in a case of this kind. Presumably the 
questioner has been confused by conflicting opinions 
on the advisability of administering digitalis to 
patients with chronic cor pulmonale. One teaching 
held that this type of heart disease causes “high 
output” failure and that digitalis would therefore 
not help and might even be harmful. This opinion 
is no longer tenable. Studies by Cournand and his 
associates at the Bellevue Hospital Chest Service 
(Columbia University Division) have shown that 
digitalis does improve cardiac function in cases of 
heart failure due to chronic cor pulmonale. 


Period of Digitalis Therapy 


Q. When a patient with coronary or hypertensive heart disease 
develops heart failure and is digitalized, how long should digitalis 
therapy be continued? 


A. Asa rule, digitalization should be maintained 
for the rest of the patient’s life. 


Treatment for Sexual immaturity 


Q. The patient is a male of about 11 years: height, 592 inches; 
span, 60 inches; measurement from top of scalp to symphysis, 30 
inches; symphysis to heel, 29 inches; and weight without clothes, 143 
pounds. An x-ray of the wrists taken about eight months ago shows 
two less calcified carpal bones than normal for his age. lodine up- 
take test was normal. The patient has the fat deposits and long 
extremities characteristic of the eunuchoid type. His testicles are 
small, the scrotum underdeveloped, and the small penis retracts into 
the pubic fat. What form of therapy would you suggest? 


A. The question states that ‘The patient is a 
male of about 11 years.” Surely the exact age of 
the patient is known, because it plays a very im- 
portant role in determining the time at which treat- 
ment is begun. Treatment should consist of: 

(1) If the patient’s metabolism is low, desiccated 

thyroid should be given in a dose sufficient 
to raise it to normal. 


(2) Chorionic gonadotrophin in some suitable 
preparation, such as Follutein, A.P.L., or 
Antuitrin-S, should be started at the age of 
12 years in a dose of 500 I.U. three times 
weekly by intramuscular injection. 

This treatment should be continued until the 
patient reaches sexual and skeletal maturity. Some 
treatment may have to be continued throughout 
life if the defect is permanent. Occasionally, 
enough readjustment occurs so that treatment may 
be discontinued after sexual maturity begins. 


Treatment of Dupuytren’s Contracture 


Q. Has cortisone or ACTH been used in the treatment of Dupuytren's 
contracture? | have a patient who has an advanced case of this dis- 
ease in both hands. He recently had surgery performed on one 
hand, with attempted complete removal of the palmar fascia. 
Within one month afterward, there was a very rapid reaction, giv- 
ing him as much if not more disability than prior to the operation. 
Since there is a collagen-like el t in this di , could we use 
these new drugs to treat it? If so, in what way? 


A. Cortisone and ACTH have been used in the 
treatment of a number of patients with arthritis 
who have also had Dupuytren’s contractures. The 
contractures have not improved sufficiently to war- 
rant their use over a long period. In the case 
cited, cortisone or ACTH would have been well 
worth trying postoperatively for a month or two 
in an attempt to reduce fibrous tissue formation. 
Long-term administration of ACTH or cortisone 
is, however, not worth while either in this type of 
case or for keloid prevention. No good studies are 
available in humans to determine effects of long- 
term local application of cortisone to such prob- 
lems. Theoretically it should be effective. 


Cause of Metallic Taste 


Q. What would be a possible cause for a metallic taste (like copper) 
in a woman approximately 55 years old. It began suddenly and 
has lasted for six years. Her blood count, urine, and gastric analysis 
are normal. Examination of nose and throat shows no disease, and a 
physical examination reveals no apparent disease. Various medica- 
tions were used empirically with no results. She constantly chews 
gum which aids the taste, and states that sweet things make it worse. 


A. Curious tastes of this sort usually remain un- 
explained. Diet, medication, or metabolic disorders 
do not usually give the answer. In our experience 
such tastes have usually not persisted as long as in 
this patient (six years). Since the patient has been 
studied so thoroughly with no results, it might be 
worth while to approach the problem from a psy- 
chiatric standpoint. 
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A SIMPLE METHOD FOR CODING DIAGNOSES 


BY ALLEN C. NICKEL, M.D., AND WALLACE S. TIRMAN, M.D. Caylor-Nickel Clinic, Bluffton, Indicna 


AbEQUATE classification and cross-indexing sys- 
tems are a “must” in any successful business. How- 
ever, in medicine, most physicians do not use such 
systems, except in hospitals, because they are rather 
complicated. 

Everyone knows that there is a wealth of valuable 
medical data that never has been evaluated, index- 
ed, or reported, simply because there is no easy 
way to do it. This is regrettable for a number of 
reasons. When a busy physician has a little free 
time and desires to evaluate his results in certain 
conditions, he usually has forgotten important 
names or details, or they are hopelessly misplaced 
in his records. As Hodges says, “It is unthinkable 
that any individual can catalog his own personal 
observations in medicine, if these become at all 
voluminous, without systematic clerical aid.” 

The Standard Nomenclature of Diseases and Oper- 
ations is excellent and indispensable for hospitals 
since it includes all details. However, in routine 
office practice, many physicians do not use it be- 
cause it is too comprehensive; just as people who 
use a dictionary frequently prefer a small compact 
edition to the unabridged edition. For this reason 
we have prepared a concise and simple nomencla- 
ture system, patterned after the successful system 
devised by Hodges and Lampe in 1939 for their 
radiology department. Our system follows the gen- 
eral divisions of Jordan’s book, and it uses the 
relatively easy cross-indexing system devised by 
Hodges and Lampe. 

Our system is not perfect and does not classify 
all details. However, it works, and it takes only a 
little time. Any physician, specialist or general man, 
can quickly code his findings on individual his- 
tories with a few figures, and then have them record- 
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ed in the cross-indexing system. Thus, at any 
future time such material is available instantly for 
reference, follow-up study, or publication. This 
classification may be altered to suit different needs 
or special fields. If desired, these findings can be 
correlated with Jordan’s nomenclature. Also, as 
medicine progresses, new material can be added or 
incorporated into it without destroying what already 
had been coded and recorded. Also if the loose- 
leaf system becomes bulky, a suitable card indexing 
system can be substituted. 

Our nomenclature designates eleven large fields 
by Roman numerals, diagnostic subdivisions with 
Arabic figures, and anatomic locations with capital 
letters. Each of the eleven large fields is also sub- 
divided for convenience into several other catego- 
ries, such as congenital, inflammatory, circulatory, 
traumatic, etc. The cross-indexing system used is 
that reported by Hodges and Lampe and reprinted 
here with their permission. The sheets can be 
purchased from Edwards Brothers, Incorporated, 
Ann Arbor, Michigan. 

It is a loose-leaf system, with one sheet used for 
each of the general fields. Across the top of the 
sheet are Arabic numbers from | to 30, representing 
the diagnostic subdivisions. Each horizontal line 
represents one case with its history number in the 
left-hand margin. A check mark is made in the 
correct square, and if the diagnosis is localized in a 
certain anatomic region, the correct capital letter 
is used instead of the check mark, to denote that 
particular site. If more specific subdivisions are de- 
sired for special cases, the capital letters can be 
circled or followed by an asterisk or some other 
special marking. In this manner, in any follow-up 
studies, such designated cases are recognized in- 
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Table 1. 
. Body as a whole 
. Skin and subcutaneous tissues 
. Bones, joints, muscles 
. Respiratory system 
. Cardiovascular System 
Hemic and lymphatic systems 
. Digestive system 
. Urogenital system 
. Endocrine System 
. Nervous system 
. Special senses 


stantly. Undoubtedly, there will be some diagnoses 
which cannot be catalogued satisfactorily. Such 
diagnoses are to be grouped in the last column, 
number 30, “others not listed above.” Since most 
medical files include only positive findings, we have 
not used sheets for normal findings. However, if 
normal findings are to be catalogued, they could be 
put on sheets of a different color and a similar 
classification devised for them. 

These codings can be indexed most easily at the 
end of the day’s work before the histories are refiled. 
Totals or summations for certain time intervals can 
be made quickly, whenever desired. Table 1 lists 
the nomenclature code for the various fields while 
Figure 1 shows the standard form for the loose-leaf 
cross-indexing system. 

Several examples are given in Figure 1 to illus- 
trate the procedure. These examples are all taken 


from the same large Field VI (Digestive System), 
but from different locations in that field. The sub- 
divisions of the major fields are as follows: 


Field O: Body as a Whole 
CONGENITAL 
1, Prenatal abnormalities. 
2. Syphilis and other infections. 


INFLAMMATORY AND INFECTIOUS 
3. Contagious diseases of childhood. 
. Brucellosis. 
. Malaria. 
. Influenza. 
. Rheumatic fever. 
Syphilis. 
. Tularemia. 
. Typhoid. 
11. Virus. 
12. Fungus. 
13. Tuberculosis. 
14, Others. 


METABOLIC, ALLERGIC, GLANDULAR AND NEUROGENIC 
15. Malnutrition, avitaminosis. 
16. Edema or dehydration. 
17. Alkalosis or acidosis. 
18. Exhaustion, abnormal posture. 
19. Obesity. 


TRAUMATIC, TOXIC, CHEMICAL 
20. Allergy to foods or pollens. 
21. Allergy to serum, toxemia of pregnancy. 
22. Allergy to drugs. 
23. Poisoning—drugs or chemicals. 
24. Shock—traumatic, actinic, electricity, cold, etc. 
25. Injuries—abrasions, bullet, knife wounds, etc. 
26. Suffocation or strangulation. 


TUMORS 
27. Benign, lipomas, etc. 
28. Malignant. 


MISCELLANEOUS 
30. Others, not listed above or undiagnosed. 
Field I: Skin and Subcutaneous Tissues 

CONGENITAL 

1. Defects or hernias. 

2. Deformities. 

3. Supernymerary. 

4. Angiomas. 


CIRCULATORY AND DEGENERATIVE 

5. Atrophy. 
6. Sclerosis or calcification. 
7. Cystic or collagen changes. 
8. Hyperkeratosis. 
9. Edema, hemorrhage. 

10. Infarction, gangrene. 

11. Ischemia. 


INFLAMMATORY 
12. Non-specific, traumatic. 
13. Syphilis. 
14. Tuberculosis. 
15. Parasites. 


METABOLIC, ALLERGIC, NUTRITIONAL AND GLANDULAR 
16. Mechanical. 
17. Glandular. 
18. Radiation, thermal. 
19. Nutritive, metabolic. 
20. Neurogenic, unknown. 
21. Allergic or chemical—"“ids” collagen. 
22. Vitamin deficiency. 


TUMORS 
23. Benign tumors. 
24. Primary malignant tumors. 
25. Secondary malignant tumors. 


OPERATIONS 
26. Plastics. 
27. Post-operative inflammation. 
28. Post-operative tumor. 


MISCELLANEOUS 
30. Others, not listed above. 


LOCALIZATION 
A—Skin 
B—Subcutaneous tissues 
C—Glands 
D—Hair 
E—Breasts 


For Example: Basal Cell Cancer—1, 24, A 
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CASE NUMBER 


7OS62 
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F 


72578 


Field Il: Bones, Joints, Muscles 


CONGENITAL 
1. Bony defects, supernumerary, accessory bones 
2. Deformities and fusions of bones. 
3. Generalized bone diseases, such as chondroplasias, fibrous 
dysplasias. 
4. Joint deformities, such as club foot, lumbosacral abnormali- 
ties. 
5. Tendon and muscles, such as congenital torticollis, myotonias. 
DEGENERATIVE DISEASES 
6. Hypertrophic arthritis. 
7. Osteoporosis. 
8. Disease of aging, Paget's disease. 
9. Vascular lesions. 
INFLAMMATORY 
10. Osteomyelitis, bone abscess, periostitis, dental roots. 
11. Other bone infections, tuberculosis, syphilis, mycosis. 
12. Rheumatoid arthritis. 
13. Other arthritides, shoulder, arm syndro 
14. Chondritis, osteochondritis. 
15. Infiammatory diseases of muscle, bursa and tendons. 
16. Intervertebral disc pathology, spondylolisthesis. 
METABOLIC, ALLERGIC, NUTRITIONAL, AND GLANDULAR 
17. Metabolic, gout, exanthomatosis. 
18. Nutritional, rickets, scurvy. 
19. Glandular, Cushing's disease, parathyroid, thyroid disease, 
20. Manifestations of allergy, collagen. 
TUMORS 
21. Benign, cysts. 
22. Malignant. 
NEUROGENIC 
23. Dystrophy. 
24. Atrophy, paralysis. 
OPERATIVE 
25. Operation for inflammatory disease. 
26. Operation for neoplastic disease. 
TRAUMATIC, CHEMICAL OR TOXIC INJURY 
27. Fracture, recent and old. 
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28. Foreign bodies, contusions, lacerations. 


MISCELLANEOUS 
30. Others, not listed above. 
LOCALIZATION 

A—Skull, teeth 
B—Trunk 
C—Upper extremity, shoulder girdle 
D—tLower extremity, pelvic girdle 
E—Muscles, tendons, fascia 

For Example: Rheumatoid arthritis of hands—11, 12, C 


Field Ill: Respiratory System 
CONGENITAL 
1. Defects. 
2. Deformities, transpositions. 
3. Supernumerary. 
4. Other congenital diseases. 


CIRCULATORY 
5. Edema, congestion. 
6. Thrombosis, emboli, infarction. 
7. Emphysema. 
8. Pneumothorax. 


INFLAMMATORY 
9. Bacterial, virus, including pneumonitis. 
10. Fungus or parasite. 
11. Atelectasis. 
12. Abscess, hemorrhage. 
13. Tuberculosis. 
14. Pleurisy, with or without effusion. 
15. Cystic, calcification, bronchiectasis. 


METABOLIC, ALLERGIC, NUTRITIONAL AND GLANDULAR 
16. Metabolic, nevrogeni 
17. Allergic. 
18. Glandular. 


TRAUMATIC, CHEMICAL 
19. Silicosis. 
20. Foreign body, fracture, other manifestations of trauma. 
21. Chemical, toxic. 
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TUMORS 
22. Benign tumors. 
23. Primary malignant tumors. 
24. Secondary malignant tumors. 
OPERATIVE 
25. Operative procedures. 
26. Post-operative inflammatory. 
27. Post-operative malignant. 
MISCELLANEOUS 
30. Others, not listed above. 
LOCALIZATION 
A—Upper respiratory, mouth, nose, sinuses, tonsils. 
B—Trachea, Bronchi. 
C—tLungs 
D—Pleura 
E—Larynx 
For Example: Atypical pneumonitis—lll, 9, C 
Asthma—lll, 17, C 
Field IV: Cardiovascular System 
CONGENITAL 
1. Valvular. 
2. Septal or muscular. 
3. Transposition. 
4. Blood vessel abnormalities. 
DEGENERATIVE 
5. Atrophy, aneurysm, cyst. 
6. Sclerosis or calcification. 
7. Arrhythmias. 
8. Arteriosclerotic heart disease. 
9. Bundle branch block, collagen disease. 


INFLAMMATORY, CIRCULATORY 
10. Rheumatic heart, bacterial endocarditis. 
Syphilis. 
. Angina pectoris, myocardial infarction. 
. Hypertensive heart disease. 
Angina pectoris, ischemia. 
. Arrhythmias. 
Thrombosis or embolic. 
Murmurs. 


. Dex , congestive chang 


. Peripheral vascular disease, varices. 
METABOLIC, NUTRITIONAL, ALLERGIC AND GLANDULAR 
20. Metabolic, thyroid, carotid body, xanthoma. 
21. Allergic, glandular. 
22. Nutritive, anoxemia. 
23. Neurogenic, asthenia, tachycardia, hypotension, 
NEOPLASMS 
24. Malignant neoplasms, primary and secondary. 
25. Benign neoplasms. 
TRAUMATIC, TOXIC, CHEMICAL 
26. Traumatic, toxic, chemical. 
OPERATIVE 
27. Inflammatory conditions. 
28. Tumors. 
MISCELLANEOUS 
30. Others, not listed above. 
LOCALIZATION 
A—Heart 
B—Arteries 
C—Veins 
D—Aorta 
E—Extremity vessels 


For Example: Myocardial infarction with cardiac decompensation 


IV, 12, A, 18, A 


Field V: Hemic and Lymphatic Systems 


CONGENITAL, FAMILIAL 
1. Erythroblastosis, melena, anemia, hypersplenism. 
2. Purpura, hemophilia, jaundice. 
3. Defects. 
4. Porphyrin, hygromas. 


DEGENERATIVE 
5. Aplasia, hypoplasia. 
6. Atrophy. 
7. Cytopenia. 
8. Sclerosis or calcification. 


CIRCULATORY 
9. Congestion. 
10. Thrombosis or embolic. 
11. Varices. 
12. Hemoglobinuria, lymphedema. 


INFLAMMATORY 
. Non-specific. 
. Bacterial. 
. Parasitic. 
. Fungus. 
. Others, virus. 


TRAUMATIC, TOXIC, CHEMICAL 
18. Hemorrhage and the manifestations of trauma. 
19. Toxic, drugs, food. 
20. Radioactive. 
21. Transfusions. 


METABOLIC, ALLERGIC, NUTRITIONAL AND GLANDULAR 
22. Deficiencies, red, white blood count, platelets, aplasia. 
23. Hyperplasia, polycythemia, leukemia, cholesterolemia. 
24. Anoxia, absorption. 


TUMORS 
25. Benign tumors. 
26. Primary malignant tumors. 
27. Secondary malignant tumors. 


OPERATIONS 
28. Post-operative inflammatory, malignant 


MISCELLANEOUS 
30. Others, not listed above. 
LOCALIZATION 
A—Blood 
B—Lymph 
C—Bone Marrow 
D—Spleen 
E—Reticul dothelial system 
For Example: Aplastic anemia—V, 5, A 


Field Vi: Digestive System 


CONGENITAL 
1. Defects, diverticula, hernia, short esophagus. 
2. Displacement and transposition. 
3. Supernumerary. 
4, Others, cystic. 
CIRCULATORY, DEGENERATIVE 
5. Necrosis, strangulation. 
6. Varices, edema or hemorrhage. 
7. Calcification, calculi. 
8. Congestion. 
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INFLAMMATORY 
9. Specific, parotitis, tuberculosis. 
10. Non-specific. 
11. Parasites, fungi. 
12. Fistula and sinus tracts. 


METABOLIC, ALLERGIC, NUTRITIONAL AND GLANDULAR 
13. Metabolic, cirrhosis, fat, diarrhea, anacidity. 
14. Allergic, toxic, chemical. 
15. Nutritive, vitamin, cyclic vomiting. 
16. Glandular, thyroid. 


NEUROGENIC 
17. Atrophy and paralysis, hypofunction. 
18. Spasm, dyskinesia, pruritis ani. 
19. Ascites, free abdominal air. 


DISEASES OF UNKNOWN ORIGIN 
20. Ulcer, gastritis, duodenitis, stenosis, hyperacidity. 
21. Obstruction. 


TRAUMATIC, TOXIC, CHEMICAL 
22. Toxic, chemical. 
23. Foreign body. 
24. Rupture or embolic. 
25. Hernia, diverticula, rectocele. 


TUMORS 
26. Benign tumors. 
27. Malignant tumor or precancerous. 


MISCELLANEOUS 
30. Others, not listed above. 


LOCALIZATION 
A—Pharynx 
B—Esophagus 
C—Stomach 
D—Small bowel 
E—Large bowel, appendix, anus 
F—tiver, gallbladder, pancreas 
G—tntraperitoneal 
For Example: Duodenal Ulcer—vVI, 20, D 


Field Vil: Urogenital System 
CONGENITAL 


1. Defect, hernia. 


2. Deformities and transpositions, ureteropelvic narrowing. 


3. Supernumerary. 


INFLAMMATORY, CIRCULATORY, OBSTRUCTIVE 
4. Tuberculosis, syphilis, fungus. 
5. Non-specific inflammation. 
6. Obstructions, strictures, hydronephrosis, cyst, etc. 
7. Glomerulonephritis and nephrosis. 
8. Edema hemorrhage. 
9. Vascular disease. 
10. Fistula, sclerosis, sinus. 


METABOLIC, NUTRITIONAL, ALLERGIC AND GLANDULAR 
11. Hypofunction, p or pre 
12. Hyperfunction. 

13. Senility. 
14. Atrophy. 


Pp 


TRAUMATIC, TOXIC, CHEMICAL 
15. Effects of trauma, cystocele. 
16. Radioactive, toxic and other chemical effects. 
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NEUROGENIC 
17. Atrophy. 
18. Spasticity. 
19. Calculi. 
20. Obstructive. 
21. Psychogenic. 


OPERATIVE 
22. Operation for non-malignant disease. 
23. Operation for malignant disease. 


NEW GROWTHS 
24. Benign. 
25. Malignant. 


ABNORMAL URINARY FINDINGS 
26. Albuminuria, hematuria. 
27. Other changes. 


MISCELLANEOUS 
30. Others, not listed above. 
LOCALIZATION 
A—Kidney and ureter 
B—Bladder and urethra 
C—Prostate 
D—Male reproductive organs 
E—Female reproductive organs 
F—Pregnancy 
For Example: Kidney calculus—VIil, 19, A 


Field Vill: Endocrine System 


CONGENITAL 
1. Defects or hernias. 
2. Deformities, transposition. 
3. Supernumerary. 


INFLAMMATORY, CIRCULATORY 
4. Acute. 
5. Chronic. 
6. Specific. 
7. Non-specific. 
8. Edema, hemorrhage. 
9. Atrophy, cystic, calcification. 


TRAUMA, CHEMICAL, TOXIC 
10. Trauma, hemorrhage, contusion. 
11. Radioactive, toxic, chemical. 


METABOLIC, ALLERGIC, NUTRITIONAL AND GLANDULAR 
12. Adolescent goiter. 
13. Hypofunctioning including diabetes. 
14. Hyperfunctioning. 
15. Adenomas, infantilism. 


OPERATIVE 
16. Operation, traumatic or toxic. 
17. Operation for benign and inflammatory conditions. 
18. Operation for malignant conditions. 


NEW GROWTHS 
19. Benign tumors. 
20. Malignant tumors. 


MISCELLANEOUS 
30. Others, not listed above. 


> 
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LOCALIZATION 

A—Thyroid and parathyroid 
B—Pituitary and pineal 
C—Pancreas 
D—Adrenals 
E—Carotid or thymus 
F—Ovary 

For Example: Acute pancreatitis—VIIl, 4, C 


Field IX: Nervous System 
CONGENITAL 
1. Defects or hernias. 
2. Deformities, transposition. 
3. Supernumerary. 


INFLAMMATORY, CIRCULATORY 
4. Tuberculosis, syphilis, parasitic. 
5. Non-specific, myelitis, neuralgia, virus, serum, neuritis. 
6. Arteriosclerosis or hypertension. 
7. Edema, hemorrhage. 
8. Thrombosis, embolic, periaortic nodosa. 


TRAUMATIC, TOXIC, CHEMICAL 
9. Trauma, contusion, hemorrhage. 
10. Radioactive, toxic, chemical. 
11. Operative. 


METABOLIC, ALLERGIC, NUTRITIONAL AND GLANDULAR 
12. Glandular, pituitary, pancreas, presenile. 
13. Nutrition, malaria, starvation, vitamin, ossification. 
14. Allergic. 


NEUROGENIC OR UNDETERMINED 
15. Apathies. 
16. Spasticity, histamine, migraine. 
17. Paralysis. 


18. Atrophy or dystrophy, sclerosis. 
19. Convulsive. 

20. Psychiatric. 

21. Neurogenic, asthenia. 


OPERATIVE 
22. Post-operative. 
23. Operation for benign conditions. 
24. Operation for malignant conditions. 


MISCELLANEOUS 
30. Others, not listed above. 
LOCALIZATION 
A—Brain and meninges 
B—Spinal cord 
C—Peripheral nerves 


D—Vegetative system 
For Example: Migraine headaches—IX, 16, A 


Field X: Special Senses 
CONGENITAL 
1. Defects or hernias. 
2. Deformities, transposition. 
3. Familial, deafness, blindness. 


INFLAMMATORY, CIRCULATORY 
4. Acute. 
5. Chronic. 
6. Tuberculosis, syphilis, parasitic. 
7. Non-specific, virus, serum. 
8. Edema, hemorrhage. 
9. Atrophy, cystic, calcification. 
10. Ischemia. 
11. Detachment. 
12. Adhesions. 


TRAUMATIC, TOXIC, CHEMICAL 
13. Mechanical. 
14. Radioactive, toxic, chemical. 
15. Operative. 


METABOLIC, ALLERGIC, NUTRITIONAL AND GLANDULAR 
16. Metabolic, gout, diabetes, cataracts, cholesterol. 
17. Allergic. 

18. Vitamin deficiencies. 


NEUROLOGIC OR UNDETERMINED 
19. Atrophy or paralysis, deafness. 
29. Blue sclera, pigmentosa, drusen. 
21. Meniere's disease. 


OPERATIVE 
22. Benign. 
23. Malignant. 


NEW GROWTHS 
24. Operation for benign conditions. 
25. Operation for malignant conditions. 


MISCELLANEOUS 
30. Others, not listed above. 
LOCALIZATION 
A—Adnexa of eye 
B—Anterior chamber, pupil of eye 
C—Media, fungus of eye 
D—External ear 
E—Middle and inner ear 
Mouth, nose, pharynx listed under Ill (respiratory) 
For Example: Acute otitis media—xX, 4, E 
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THE FAMILY PHYSICIAN 


BY WILLIAM |. LA TOURETTE 


Security Analyst, Shearson, Hammill & Co. 


Tue recent rise in the prevailing level of interest 
rates and the tangible success of investment pro- 
grams involving diversified types of investment, 
including common stocks, has in the last few years 
focused greatly increased attention on investment 
opportunities. Moreover, the declining purchasing 
power of the dollar has emphasized the necessity 
of an increasingly aggressive approach to the in- 
vestment problem. 

Since no one has a larger stake in maintaining 
the value of savings than the doctor, the time seems 
ripe to introduce the family physician to ‘Wall 
Street.” The field of investments is not nearly so 
mysterious or complex as it is often painted, and 
while there are no simple short-cut rules or for- 
mulas for success, an understanding of a few basic 
principles provides a solid foundation for building 
a sound investment program. 

There are a number of tests that the doctor 
should first set up for himself to determine whether 
or not he is in a position to own securities. These 
“prerequisites” for investment include (1) ample 
capital to finance his practice, (2) home and office 
equipment paid for, (3) adequate insurance and 
(4) a cash reserve fund to provide for contingencies. 
Anyone meeting these tests not only can but should 
look at securities. Why? Because a soundly for- 
mulated investment program can improve income 
and also preserve, even increase capital,—particu- 
larly important in a period of broadly rising prices. 

The formulation of an investment policy depends 
on the desires, objectives, and needs of the indivi- 
dual investor. Dr. Smith may be interested primarily 
in long-term growth of capital, while Dr. Jones may 
have a high return on his money as his main ob- 
jective. The investment program for each should 
be tailored to conform to these needs. 

There are more facilities and professional serv- 
ices available today than ever before to assist the 
time-harassed doctor in formulating an investment 
policy and in putting it into action. For example, 
most brokerage firms maintain extensive research 
departments which make field inspections of prop- 
erties, hold personal discussions with management, 
and carry on continuous studies of economic con- 
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MEETS WALL STREET 


ditions and industries in order to form a sound 
basis for security evaluations. The days of “hot 
tips,” which many investors may sadly recall from 
the twenties, have been replaced by the professional, 
objective advice of these security analysts. Regu- 
lations promulgated by the Securities and Exchange 
Commission and leading stock exchanges have 
forced companies whose securities are listed on a 
national exchange to publish adequate financial 
reports, which provide analyst and general public 
with a solid background of statistical material. 

Let us return to Dr. Smith, whose investment 
objective is long-term growth of capital. He prob- 
ably would contact a local firm which has a “seat” 
on the New York Stock Exchange and discuss the 


The activities of New York's Wall Street revolve 
around the fabulous New York Stock Exchange. 
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best way of meeting his aims with one of the firm’s 
registered representatives—more popularly known 
as a “customers’ broker”—who has met the rigid 
requirements set up by the Exchange. If Dr. Smith 
meets all the “prerequisites” for investment, the 
policy he desires to follow would then be examined 
in conjunction with his tax status. If he has three 
dependents and an annual income, after deductible 
professional expenses, of $5,000, his effective in- 
come tax rate of about 8 per cent would make it 
worthwhile to modify his desire for capital appre- 
ciation and emphasize income to a greater degree, 
since he could keep the major portion of the return 
from his investments. On the other hand, if Dr. 
Smith earns $50,000 a year, his overall effective 
income tax rate with these dependents would be 
about 40 per cent but because of the ascent of tax 
rates he would be able to keep a maximum of only 
37 cents out of every dollar of additional income 
according to present tax laws. In this case the 
original objective of long-term growth would be an 
excellent investment policy to follow. 


Putting the Investment Policy into Action 


After consultation with his advisor, Dr. Smith 
may determine that he has $15,000 available for 
investment, and that a policy emphasizing long- 
term growth of capital is not only what he desires 
but also the one best suited to meet his needs and 
most in harmony with his income tax status. 

Like most prudent investors, Dr. Smith will 
probably want his holdings to be balanced—that is, 
to contain a reasonable proportion of “senior” se- 
curities (bonds and preferred stocks)—and to be 
diversified, with a good cross-section of various 
industries and companies represented in his list. 
His investment consultant may recommend that the 
placement of about one-third of the funds in high 
grade bonds and preferred stocks, with two-thirds 
in common stocks appears advisable in view of 
current economic and business prospects. Municipal 
or state bonds might well be selected as the most 
attractive senior security for the high tax bracket 
investor, because the interest on such obligations 
is exempt from federal income taxes. 

Each issue in the $10,000 common stock portion 
of the portfolio would be chosen with the doctor’s 
primary objective of long-term growth the pre- 
dominant factor in the selection. What industries 
have been characterized by a marked and consistent 
trend of rising sales and earnings over a period of 
years? Logical candidates that immediately come to 


mind are the chemical, electric power, synthetic 
fiber, glass, electronics, and ethical drug industries. 
Stocks of companies which have shown an ability 
to capture an increasing share of the market for 
their products similarly would merit consideration. 
The registered representative who has the services 
of a research department’s staff of specialists avail- 
able is in a position to advise the doctor if the 
outlook for the various industries indicates con- 
tinued growth in the future, if the stocks seem 
reasonably priced in relation to the market as a 
whole, and to tell him which specific issues in each 
group appear to offer the best value. After discuss- 
ing the “pros” and “cons” of the various indus- 
tries, Dr. Smith may then obtain the diversification 
he seeks by spreading the $10,000 allocated for the 
purchase of common stocks over four or five selected 
issues in the industry groups chosen, investing 
about $2,000—$2,500 in each stock. 

Once the issues have been selected, the mechanics 
of the investment operation are relatively simple. 
Dr. Smith opens an account by filling out an “ac- 
count card,” and his purchase orders are placed 
and executed in a matter of minutes. In the case of 
issues listed on a national exchange, which is per- 
haps the world’s primary major example of a freely 
competitive auction market, the buyer in Maine or 
California gets the same service as the buyer right 
on Wall Street. Furthermore, commission rates are 
moderate. For example, if the electronics stock 
which Dr. Smith and his advisor selected were 
General Electric, the total commission and transfer 
fee involved in the purchase of $2,500 of GE stock 
would be only $22.80, or less than 1 per cent. 

In addition to the efficient marketing machinery 
and research services offered by a New York Stock 
Exchange member firm, clients have available to 
them complete facilities for effecting every type of 
service required by investors, including the safe- 
keeping of securities, the collection and remittance 
of dividends and coupons, the making of all types 
of transfers, and even the preparation of income tax 
returns. All these services are available to the small 
and large customer alike. Some firms also have 
investment advisory departments—registered with 
the Securities and Exchange Commission under the 
Investment Advisors Act of 1940—which manage, 
ona fee basis, the funds of large clients with $100,000 
or more to invest. 


This is the first of a series of articles designed to 


acquaint the doctor with fundamental principles and 
policies for investing in securities. 
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* * TRENDS AND EVENTS IN 


What Doctors Next for Armed Services? 


Ever since Pearl Harbor, the armed forces have 
faced one continuous problem of procuring physi- 
cians in numbers ample to fulfill requirements. Now 
that the reservoir of young doctors, who received at 
least part of their professional training at govern- 
ment expense during World War II, is nearing de- 
pletion, military headquarters in the Pentagon is 
turning its thoughts to the next pool—the many 
thousands of practitioners under the age of 50 who 
are not war veterans. 

The way the doctor-draft law reads, these are the 
men who must go into uniform next. During the 
next twelve months, approximately 6,000 Army, 
Navy, and Air Force medical officers will be mustered 
out. Early in 1953, possibly sooner, the supply of 
Priority I’s and II’s will be exhausted and replace- 


ments will have to come from Priority III, the non- 
veterans. 


Since members of this group are physicians in 
their 40’s and late 30’s who, for the most part, are 
firmly established in home communities, the Pen- 
tagon does not contemplate with relish the prospect 
of uprooting them. There is no alternative, how- 
ever, unless Congress modifies the doctor-draft 
statute (Public Law 779) next year to make it more 
flexible. 

In the meantime, the services are trying hard 
to bolster their medical strength through voluntary 
procurement; offering postgraduate training, point- 
ing to increased pay, and citing other inducements 
to attract physicians. 

Late in June, President Truman signed into law 
two Congressional bills designed to relieve the 
personnel problem. One of them assures that phy- 
sicians volunteering for military duty anytime in the 
next year will receive the extra $100 monthly pay. 
The other authorizes commissioning of women in 
the services’ medical and dental corps on the same 
basis as men, as far as pay, allowances, and pro- 
motions are concerned. 
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THE NATION’S CAPITAL 


Drug “Watchdogs” Kept Busy 
The Federal Trade Commission and the Food and 


Drug Administration, whose medical divisions serve 
as “watch dogs” on the alert for improperly adver- 
tised or labeled drugs and health devices, are dis- 
covering that 1952 is one of the busiest years they 
have ever had. The numerous law enforcement 
cases they have instituted since January indicates 
that, in spite of publicized warnings by press, radio 
and other media, the public seemingly is as gullible 
as ever to the claims of nostrum vendors. 

Just in recent weeks, for example, the Federal 
Trade Commission: 

Filed a formal complaint against marketers of a 
weight-reducing tablet that was represented as “a 
basically different type of weight-reducer which is 
greatly superior to any other known to medical 
science.” 

Entered into a stipulation with an Iowa firm 
which promised to desist from advertising that its 
vitamin pills will prevent and correct foot disorders, 
relieve arthritis, and improve teeth. 

Instituted action against a Baltimore firm that 
has been selling a vitamin-mineral preparation for 
coronary thrombosis, diabetes, “bad bones,”’ goiter, 
underweight, and other ailments. 

Succeeded in getting four separate companies to 
tone down their advertised claims for hearing aids. 

Food and Drug Administration is stepping up its 
vigilance with regard to druggists who sell barbitur- 
ates, sulfonamides, and thyroid extract with physi- 
cians’ prescriptions. In May, four pharmacists were 
convicted on these charges and fined from $100 to 
$300 each. In addition, a druggist was placed on 
probation for six months. 

Toward the end of June, FDA launched a special 
checkup of selected hospitals throughout the coun- 
try in an effort to obtain evidence on what role, if 
any, is played by chloramphenicol in the genesis of 
aplastic anemia. The undertaking came about as the 
result of mounting reports reaching FDA of blood 
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dyscrasias in persons who had been under treatment 
with the antibiotic, by itself or in combination with 
other drugs. 


Still Testing Gamma Globulin in Polio 


Aware that incidence of poliomyelitis may be 
high again this summer and that worried parents 
may pressure family doctors to “vaccinate” their 
children against the disease, the Health Resources 
Advisory Committee has issued a statement dealing 
with experimental use of gamma globulin as an im- 
munizing agent. It says: 

‘Animal experiments have indicated desirability 
of determining whether human gamma globulin is 
of any value in the control of poliomyelitis in man. 
Field studies are now being carried out by Dr. Wil- 
liam McD. Hammon and his group to determine 
whether protection can be demonstrated against 
naturally occurring poliomyelitis in children and, 
if so, under what conditions. The results of the pilot 


human field trials of last summer were inconclusive, 
due to the very limited numbers of cases occurring 
in the observed population. Additional field trials 
will be conducted this summer.” 


Prediction by Ewing 


National health insurance is inevitable, according 
to Oscar R. Ewing, Federal Security Administrator. 
Although seasoned observers in Washington are 
certain he won’t be around to administer it, even if 
it should be adopted ultimately, Ewing’s confidence 
that health insurance is approaching is apparently 
unshaken. 

Addressing a convention of union butchers in 
San Francisco on June 23, the FSA chief directed 
another of his attacks at the American Medical Asso- 
ciation. At the same time, he promised “we will not 
have socialized medicine in this country . . . but we 
will have national health insurance.” 


WORLD HEALTH ORGANIZATION CONTINUES TO DEVELOP 


At THE end of its third full year of activity, the 
World Health Organization has grown into elabor- 
ate proportions. Its active membership now covers 
69 states; ten other national states (Russia, China 
and iron curtain countries) are “inactive members.” 
Japan, Spain, and Panama accepted or ratified the 
constitution in 1951. 

To the activity of the World Health Organization 
can be credited a slow but definite rise in the world’s 
general health consciousness. The British Medical 
Journal puts it this way: 

“The right to health of underprivileged people is 
no longer left to a hopelessly small number of mis- 
sionaries and other humanitarians to apply in prac- 
tice ; it is seen to be the duty of countries more rich- 
ly endowed with resources and more skilled in their 
use and conservation to help the less developed to 
have the scientific and medical means of improve- 
ment.” 

Advisory panels of experts serve the World 
Health Organization on everything from antibiotics 
and nutritional problems to drugs and venereal in- 
fections. Since 1947, the organization has awarded 
1,500 fellowships to officers in the health services 


of various member nations so that they may receive 
advanced training abroad. 

In 1951 it ran off 37 conferences, 22 symposia, 
seminars, and teaching courses. It conducts field 
campaigns against malaria, does research on com- 
municable diseases, and gives technical assistance 
in tuberculosis control. (At the Tuberculosis Re- 
search Office in Copenhagen, maintained by 
W.H.O., a study of mass B.C.G. vaccination is 
being done.) 

One of the most important achievements of the 
Fourth Assembly last year was the adoption of in- 
ternational sanitary regulations, and these are now 
being put into operation. An epidemiologic informa- 
tion service is abstracting and distributing reams of 
information to national health administrations and 
quarantine officers all over the world. Six regional 
offices of the organization are now in process of de- 
velopment—in Europe, the Americas, the Eastern 
Mediterranean, the West Pacific, and Southeast 
Asia. The W.H.O. budget comes to more than 
$7.5 million, of which the United States, the 
United Kingdom, and France jointly contribute 
one-half. 
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OUR COMMON OBJECTIVES 


BY R. B. ROBINS, M.D. 


More than any other particular segment of the 
medical profession, we family doctors have a close, 
day-by-day relationship with the nation’s druggists. 
We realize and recognize the vitally important part 
which pharmacists play in the teamwork required 
to protect the people’s health. 

The people’s health, incidentally, has in recent 
years become a verbal and political football for 
public officials, legislators, bureaucrats, economists, 
magazine writers and a wide variety of pseudo- 
experts with an uncertain knowledge of the subject. 
Unfortunately, far too many of the people who have 
been telling America how to solve its medical care 
problems, are not qualified to do so. They not only 
have never diagnosed a case or filled a prescription ; 
they have had no close, practical connection with 
the many complex factors involved in medical care. 

Good health and proper medical care are the 
natural and proper concern of every man, woman, 
and child. And everyone, of course, has a perfect 
right to talk about health as well as the weather, 
and to criticize doctors and druggists along with 
the weatherman. Nevertheless, when it comes to 
recommending the best answers to professional, 
technical, or economic problems, some people are 
better qualified than others—as long as they are 
thinking and acting in terms of the general welfare, 
and not in terms of narrow self-interest. 

It is heartening to me, therefore, to see the 
National Association of Chain Drug Stores center 
its attention on the theme of “Pharmacy and the 
Health of America.” For its members, along with 
the entire drug industry of which they are an im- 
portant part, have a practical, realistic knowledge 
of many of the problems related to health and 
medical care. Not only that—pharmacists and their 
colleagues in pharmaceutical fields have contributed 
greatly to American medical progress. 

Since the turn of the century this nation’s health 
progress has been dramatic. Twenty years or more 
have been added to life expectancy at birth. The 
general death rate, the infant and maternal mor- 
tality rates, and death rates for tuberculosis, pneu- 
monia, and many other specific diseases have been 
cut drastically—some of them to an almost irre- 
ducible minimum. The general level of nutrition 
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On April 16 of this year, Academy 
President Robins addressed the Na- 
tional Association of Chain Drug Stores 
at their annual meeting in Hollywood, 
Florida. Because he brought into sharp 
focus the inter-relationships between 
medicine and pharmacy, because he 
stated so succintly the common objec- 
tives of both professions, we have asked 
Dr. Robins to revise the essence of his 
address into the accompanying article. 


and health has been raised steadily, year after year. 
And during the past 20 years economic and social 
progress in medicine, as well as scientific advance, 
have been moving at an ever-accelerated pace. 

Credit for that over-all progress goes not go only to 
physicians, medical schools, hospitals, nurses, tech- 
nicians, dentists, and others directly associated with 
the care of the sick and injured. A large share of the 
credit goes to the nation’s drug manufacturers, 
pharmacists, chemists, research workers—even the 
detail men and the great multitude of people who 
supply all the products and services which con- 
tribute to better health. In a broader sense, the 
credit really belongs to the American system, with 
its twin drives of competition and co-operation. 

If we are to continue our remarkable rate of 
health progress in America, we must preserve the 
basic institutions and principles which have made 
possible our past and current progress. Above all, 
we must guard the freedom of the individual and 
the group. 

The key element in the progress which has made 
America the healthiest major nation in the world, 
and the international center of medical education 
and research, is the very same key element which 
has given America world leadership in business, 
industry, agriculture, and the general standard of 
living. It is the freedom of the individual and the 
group—the freedom to work and strive, to explore 
and experiment, to improve and progress, to build a 
better mousetrap, to supply the best product at the 
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best price, to compete when competition means 
improvement and success, to co-operate when co- 
operation promotes the general welfare. 

That basic, intangible ingredient is just as im- 
portant in the practice of medicine as it is in the 
field of retail merchandising—just as necessary to 
continued scientific advancement as it is to con- 
tinued economic progress. 

I feel, therefore, that physicians and druggists 
have many common objectives, many areas of in- 
terest requiring close co-operation—in professional 
affairs, in community life, and in the broad realm 
of American citizenship and national affairs. The 
main objectives, however, must be in the interest 
of the American people, and the co-operation must 
extend beyond our own groups to include an under- 
standing public. Moreover, we should think not 
just in terms of defensive measures against those 
who would undermine the American system, but 
principally in terms of positive action to prove the 
worth and vitality of that system. 

In the professional area, for example, physicians 
and pharmacists should co-operate to provide high- 
est possible standards of service at lowest possible 
cost to the public. This requires not only well- 
trained, conscientious doctors and pharmacists, but 
also reasonable fees or charges by all concerned, 
the minimum amount of medication consistent with 
the demands of proper treatment, and a constant 
exchange of information on new products and new 
methods of treatment. 

It is well to bear in mind that in 1950, when the 
American people spent a total of $8% billion on 
medical care, almost $2% billion went for physi- 
cians’ services, and almost $14 billion went for 
drugs and sundries. Out of every dollar spent on 
medical care in 1950, about 28 cents went to phy- 
sicians and about 17 cents to druggists. We have a 
common responsibility, therefore, to see that the 
American people get the most for their money in 
terms of good health. 

Every excessive fee charged by a physician, every 
excessive profit mark-up in the pharmacy, every 
careless diagnosis or treatment, every careless filling 
of a prescription, every unnecessary prescription or 
refill, every form of padding the people’s medical 
costs—all these things contribute propaganda fuel 
to the fires of those who would like to socialize 
America. Within our respective professional fields, 
and in the areas where our activities interlock, we 
should strive constantly to eliminate such practices 
and to crack down on the small minority guilty 
of them. 


In this connection, we doctors and druggists can 
be proud of our over-all performance during the 
past ten or twelve years of inflationary price rises. 
Since the base period of 1935-1939, the general 
cost of living has increased 72 per cent, but the 
cost of medical care and drugs has risen only 48 per 
cent. Physicians’ fees alone have gone up only 40 
per cent, prescription costs have increased less than 
41 per cent, and the prices of all drugs and pre- 
scriptions combined have risen less than 25 per 
cent. Let’s do our utmost to maintain that good 
record and to continue our regard for the patient’s 
pocketbook. 

I believe that in recent years the chain drug 
stores have become increasingly conscious of, and 
attentive to, the professional aspects of pharmacy. 
I know of one large chain organization which last 
year filled more than four million prescriptions. 

At any rate, the growing interest in the profes- 
sional aspects of chain drug store operation is a 
trend which definitely serves the public welfare, 
and which deserves full co-operation from individual 
physicians and from the medical profession as a 
whole. 

The friendly co-operation which I consider nec- 
essary between doctors and druggists—to assure 
superior service to the people who are both patients 
and customers—should, in my opinion, extend 
beyond purely professional matters into the general 
life of the community. There is an urgent need in — 
America today for a revival of initiative and co- 
operative effort on the local level—in contrast to 
the dangerous philosophy of reliance on Big Gov- 
ernment in Washington. Physicians and druggists 
can supply much of the active leadership necessary 
to bring about such a revival. They can bend their 
efforts not only toward the best solutions of local 
health problems, but toward a revitalization of all 
civic affairs. 

Generally speaking, the members of my own pro- 
fession have, in the past, tended to live and work 
in an ivory tower atmosphere of diagnosis, prog- 
nosis and treatment—with more or less of a “let 
George do it” attitude toward politics and public 
affairs. This attitude led us to the very brink of 
socialized medicine, simply because we had not 
taken effective action to create public understand- 
ing of the facts and issues relative to medical care. 
However, since January of 1949, when American 
Medicine began its successful campaign against 
compulsory health insurance, that picture has 
changed greatly—and doctors have become an 
effective force in public affairs. 
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There still is much room for improvement, es- 
pecially on the community level, and national, state, 
and local medical societies are urging individual 
physicians to take an active, continuing part in all 
community affairs which affect the general welfare 
of their neighbors and fellow citizens. 

If I may be a bit presumptuous, I should like to 
suggest that the chain drug stores also could do 
much to improve their role in community life, and 
to identify themselves more closely and personally 
with the people they serve. Already, of course, they 
have had a tremendous business influence. I under- 
stand that the chain stores currently are doing more 
than 20 per cent of the retail drug business in 
America. The examples set by their merchandising 
methods have stirred the forces of competition. The 
net result has been increased efficiency and better 
service throughout the business structure. 

In spite of all that, druggists—like us doctors— 
are sometimes misunderstood, disliked, criticized, 
even maligned. I think, however, a great deal of 
that could be counteracted by having store man- 
agers, chief pharmacists and other key personnel 
take an active part in community affairs—not just 
to get pharmacy’s story across to the public, but 
also to aid in the positive progress which can be 
achieved through local initiative. The objective 
should be to prove that each store is not just a unit 
in a far-flung, distantly-owned business empire, but 
rather an interested participant in the life of the 
community. 

Assuming that doctors and druggists are willing 
to increase their participation in local affairs, what 
can they do that would be practical, effective, and of 
lasting value? Here are just a few examples of 
activities—some directly related to health and 
others going beyond health—in which we can 
supply active effort and leadership for the benefit 
of the public: 

Community Health Councils to solve local health 
problems . . . health education programs . . . com- 
munity-wide drives to increase Voluntary Health 
Insurance enrollments . . . doctor placement pro- 
grams in rural areas . . . fund-raising drives for 
hospitals, clinics, medical centers and similar in- 
stitutions . . . non-partisan activities to increase 
registration and voting in the community . . . cam- 
paigns to eliminate corruption and to promote good 
local government . . . and co-operation with youth 
groups, community centers and civic organizations 
working to improve the general environment of the 
city, neighborhood, or town. 

These are but a few examples of the many differ- 
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Mrs. General Practitioner 
Js Jill of All Trades 


A SMALL girl may be sugar ’n’ spice ’n’ every- 
thing nice, but the small-town doctor’s wife 
is a unique and happy combination of wife, 
mother, secretary, practical nurse and com- 
munity worker. 

That, at least, is the opinion of the Chicago 
Daily News which investigated the matter 
during the recent A.M.A. convention there. 
“To the few thousand people who live in her 
town,” explains the News, “the doctor’s wife 
is an emergency home remedy for physical 
and mental aches and pains.” 

*“We have much closer contact with patients 
than do wives of metropolitan specialists— 
and more personal interest because we know 
just who the patients are,” one Mrs. General 
Practitioner said. She added that it’s the rule 
rather than the exception for the town doctor 
and his better half to be called in to mediate 
family spats, though the busy medico quickly 
refers arbitration proceedings to a minister or 
priest. 

Other doctor’s wives interviewed confessed 
to being general all-round helps to their over- 
burdened spouses. They answer the phone, 
type research papers, accumulate data for 
same, take shorthand notes during medical 
conventions—and go on evening calls with 
their husbands. In addition they do their 
share of leading community activities—Girl 
Scout troops and PTA’s, not to mention sing- 
ing in the church choir. 

The girls also have to come up with reme- 
dies and first-aid advice when the doctor is 
out. “I usually tell them something that won’t 
hurt them and that’ll keep them busy till the 
doctor gets back,” smiles one resourceful 
helpmeet. 
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ent kinds of activity which have been carried on 

successfully by local communities throughout the 

nation—with active participation by doctors and 

druggists. One of our common objectives, I believe, 
should be maximum co-operation in such projects 
by physicians, pharmacists, and store managers or 
owners—to improve our own public relations, to 
help chalk up positive gains for the public good, 
and to demonstrate the enduring vitality and po- 
tentiality of local effort in America. 

A moment ago I mentioned non-partisan, get- 
out-the-vote efforts in communities. Registering 
and voting are vitally important not only as they 
affect the welfare of the community, but also as 
they affect the welfare of the nation. And the broad 
realm of American citizenship and national affairs 
provides another area in which I believe we can and 
should strive for certain common objectives—not 
the objectives of any particular political party, or of 
any particular group of political candidates, but the 
basic objectives of solving American problems within 

‘the framework of the existing American system. 

One of the first and necessary steps toward that 
end is to stimulate a rising interest in national af- 
fairs, a greater realization of the responsibilities of 
citizenship, and a maximum discharge of the spe- 
cific duties of citizenship. One of the most impor- 
tant of those duties is to register and vote at every 
election—regardless of party affiliation. 

In the past—according to figures I have seen 
from scattered parts of the country—physicians, 
pharmacists, and retail druggists have not had very 
impressive records in the matter of registration and 
voting—especially in comparison with the turnout 
of labor union members, government jobholders, 
and similar well-disciplined, politically-conscious 
groups. And in the nation as a whole, only about 
half of the eligible voters exercise their right to the 
ballot in national elections. 

If we are to preserve the American system, we 
have the double task of improving our own registra- 
tion and voting performance, and co-operating wher- 
ever possible to improve it among all other groups 
in the population. Voting, however, involves more 
than just party labels and the names or personal- 
ities of candidates. This year of 1952 will be one of 
historic decision. Fundamental issues which tran- 
scend the usual party politics will be uppermost in 
the councils of both major parties and in the minds 
of the American people. 

We, like all other citizens, must address ourselves 
to those fundamental issues . . . study them... 


ponder them. . . and make up our minds where we 


stand. Whether we are Democrats or Republicans, 


we must decide which direction we want our re- 


spective political parties to take . . . which direction 
we want our country to take. And as individuals, 
using all the legal rights which belong to us as 
citizens, we must make our voices heard . . . we 
must exert whatever open and honest influence is 
within our command . . . and we must take what- 
ever public action is both proper and effective. 

In my personal opinion—whether we are Demo- 
crats, Republicans, or political independents—we 
should work toward this major objective: that 
both major political parties nominate candidates 
and adopt platforms which are not tainted by the 
inroads of imported ideologies . . . which show a 
clear and vigorous faith in our Constitutional rights 
and freedoms . . . which reflect the wishes and 
opinions of rank-and-file party members . . . and 
which evidence respect for demonstrated public 
opinion on basic issues. 

In case any of you may be thinking that I sound 
a little bit like a Republican—or that I am urging 
the election of Republican candidates—I should 
hasten to remind you that I am a lifelong, loyal 
Democrat. In fact, in addition to my medical ac- 
tivities, I am also the Democratic National Com- 
mitteeman for Arkansas. 

Nevertheless, what I have been saying to you I 
have been saying for a long time to people inside 
the Democratic Party—and I know that thousands 
of party leaders and millions of rank-and-file Demo- 
crats agree with me. I sincerely believe that there 
is a great need, in both the major political parties 
and in all aspects of American life, for a vigorous 
reaffirmation of faith in the qualities which have 
made this Nation great and free—and also for a 
clear repudiation of the ideas and methods which 
have led so many other countries into national 
decline. 

Already, during the past three years or more, the 
American people have shown a growing, non- 
partisan desire to solve their problems through the 
maximum development of voluntary methods, to 
avoid the tightening shackles of ever-increasing 
Government powers, controls, and taxes. 

There has been no better example or clearer 
expression of that mounting American sentiment 
than the public support which the medical pro- 
fession has received in its campaign against com- 
pulsory health insurance and for voluntary health 
insurance. 

When more than 65,000 companies, groups, and 
individuals outside the medical profession took part 
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in our 1950 advertising program, it marked the first 
time that the general public ever gave such support 
to a profession or group under attack from the 
government. 

And since the doctors began their campaign only 
a little more than three years ago, the number of 
Americans protected by some form of voluntary 
health insurance has increased from 61 million to 
an estimated 85 million at the present time. 

During that campaign the medical profession has 
received great help from all the druggists of Amer- 
ica, both independent and chain. I should like to 
thank the National Association of Chain Drug 
Stores, in particular, for the moral support which 
it has given. As Dr. Elmer L. Henderson, former 
president of the American Medical Association, so 
aptly stated in the fall of 1950: “It is gratifying, 
indeed, to have the National Association of Chain 
Drug Stores so closely allied with the medical pro- 


fession in its fight to preserve those fundamental 
American freedoms that are so vital to all of us, 
whatever our profession or business.” 

That fight provided a focal point and a rallying 
ground for millions of Americans who believe that 
we still can solve our problems through initiative, 
effort, and co-operation. It gave heart and courage to 
many other professions, businesses, and industries 
which sooner or later would follow medicine into 
the noose of socialism. 

So far that fight has been successful. But it is the 
kind of fight that must be continued—with alertness 
and awareness—not just this year, but every year 
.  . not just by doctors and druggists, but by all the 
American people. 

The reward for victory will be new and brighter 
horizons in American health, wealth, and pursuit of 
happiness. The cost of defeat can be seen in lands 
behind the Iron Curtain. 


What Others Are Saying ... 


Che Problems of Population Growth 


Tue Four Horsemen—poverty, famine, dis- 
ease, and war—will provide natural limiting 
controls to overpopulation if man doesn’t learn 
to correlate population with food supply and 
other conditions of well-being, states Dr. 
Walter L. Palmer of the University of Chica- 
go’s Department of Medicine in a recent paper 
dealing with medical and social problems of an 
unbalanced world population. 

Commenting on the paper, the New York 
State Journal of Medicine declares that rational 
preventive medicine’s important role in facing 
the problem is, nonetheless, secondary. 

“In many areas of the globe,” states the 
Journal, ‘a profound change in the beliefs and 
mores of the inhabitants is implicit in the pro- 
posed solution for population growth. In 
others, modern technics of medicine and en- 
gineering have accomplished much in pro- 
moting ‘other conditions of well-being’ where 
popular acceptance of such advances has been 
encouraged. This is essentially an educational 
achievement, and it should not be forgotten 
that each new generation will have to be 
taught again. 
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**As to our aging population in the Western 
World, here at least the problem of acceptance 
of scientific advances in medicine and related 
fields makes the control of the degenerative 
diseases somewhat simpler than that of popu- 
lation control. It can be predicted with reason- 
able confidence that intensive research may in- 
crease the world’s supply of basic foodstuffs 
and disclose the yet unknown cause of cancer 
within a relatively short time. 

‘The principal lag seems to be the apparent 
failure at high political policy levels to face 
squarely the known facts and to co-ordinate 
social thinking in accordance with them. Ad- 
mittedly this predicates an advanced order of 
statesmanship now and for many years to 
come. It is unlikely that poverty can ever be 
completely eliminated, but this is certainly not 
true of famine and disease. These can and will 
be reduced to a minimum by technicologic ad- 
vances. War on an atomic scale could con- 
ceivably replace the three others as limiting 
factors of population, but it is hoped that en- 
lightened statesmanship will not permit this 
to happen.” 
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Introducing: 


Referred to: 


Tentative Diagnosis: 


**TROUBLE with you fellows is, you just won’t follow 
up on what you do with the people we send you. 
And nine times out of ten, we never see them again.” 

"Well, but how do we know what you want? Most 
of the time you don’t tell us. Matter of fact, we 
usually have to dig out our own history, and dope 
out what treatment’s already been given. When you 
don’t pass along the spadework with the patient, 
naturally we figure he’s ours.” 

Such was the general trend of a therapeutic and 
cathartic “truth session” held a year or so ago by 
a group of San Diego, Calif., general practitioners 
and specialists to air long-standing grievances be- 
tween the two branches of the profession, and to 
try for some reasonable adjustment. 

Dr. Joseph Telford of San Diego and Dr. John 
Long, Sacramento, put their heads together on the 
problem and thought the answer might be found in 
that ancient, time-proven adage—‘Don’t say it! 
Write it!” The practical and tangible result is their 
brain child, the Consultation and Referral Chart re- 
produced here. 

The co-designers tested it first in their own prac- 


CONSULTATION AND REFERENCE REQUEST 


Date: 


Referring Physician: 


ted 


q 


History: 


Case Work-up Pertaining to This Iliness 


Positive Physical Findings: 
Laboratory and X-Ray Findings: 
Medication or Procedures already utilized: 


Financial Recommendation: 


(Use reverse side for further information) 


Requested Disposition of Case 


Consultation and Report and: 


Diagnosis 


Assist 


Perform surgery 
Give anesthesia 
Consultant proceed without referring physician's participation 


Return patient as soon as consultation work-up is completed O 
Return patient after conclusion of care for this illness O 
A 9 t for this particular illness O 
Assume future management within your field O 


Explain to patient: 


O 
Outline treatment oO 
Refer back for interpretation and treatment | 


if Surgery is indicated: 
Referring physician requests to: 


o000 


NEW CONSULTATION CHART EASES REFERRALS 


tices, then presented it to the San Diego chapter of 
the A.A.G.P. It was immediately taken up by that 
group, and subsequently won approval from the 
California Academy which made it available to phy- 
sicians throughout the state. 

The chart combats effectively the very matter the 
aggrieved general practitioners and specialists had 
been hassling over—the misunderstanding and con- 
fusion in connection with referrals because of the 
fact that request for consultation is usually verbal. 
Consequently, history and diagnostic data may be 
quite complete in one case—virtually nonexistent in 
another. And all too frequently each doctor ends 
up with a rather vaguely defined concept of his 
status in the case. 

The form, printed on 84x11 sheets, is filled out 
and sent to the consultant at the time the patient is 
initially referred. The upper two-thirds of the sheet 
provides the consultant with a concise record of the 
case up to the time of referral. The lower third gives 
the general practitioner space to suggest disposition 
of the case and to outline his own future role. 


Form Meets Enthusiastic Approval 


Dr. Stanley Truman, former president of the 
American Academy of General Practice, says that 
while the form is still considered in the “experi- 
mental” stage—therefore subject to any modifica- 
tions that experience and time may indicate—the 
fact that 20,000 copies have been distributed so far 
indicates that they are being found useful. The form 
seems to be meeting with enthusiastic approval from 
both general practitioners and specialists. Dr. Tru- 
man considers it a “notable contribution to better 
intra-professional relationships.” 

According to Dr. Francis T. Hodges, president- 
elect of the California chapter, specialists have been 
as charmed with the form as have general practi- 
tioners. He quotes one specialist as saying: ““This is 
the first time I have ever received the information I 
needed when a patient was referred to me.” As Dr. 
Hodges points out, this is a far cry from the situa- 
tion that existed before the present solution was 
reached. 

The California chapter has now put the results of 
its research in the hands of the American Academy 
of General Practice. Supplies of the referral form 
may be obtained, at cost, from the Kansas City head- 
quarters of the Academy. 
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After Hours 


A LUMP BY ANY OTHER NAME 


BY MOLLY GATES DAUGHERTY 


“| have the advantage . .. know 
ahead what I’m planning to get.” 


GO AHEAD, name a disease, and I'll get it in twenty- 
four hours. But you don’t even have to do that, 
all you have to do is tell me the symptoms. I can 
look them up in the library and make a better diag- 
nosis than the doctors themselves. I have the ad- 
vantage . . . I know ahead what I’m planning to get. 

With the help of medical columns, I’ve run the 
gamut: schizo, appendicitis, migraine, and ath- 
lete’s foot, but the doctor has always talked me out 
of them. I’ve ended up ignominiously with chicken- 
pox, mumps on one side, two kids, and no opera- 
tions. 

But that was before Monday morning, B.c. (Be- 
fore Cancer), when I found myself in the basement 
of the public library, where a cancer detection film 
was to be shown. 

Just before the film, I grabbed a handful of pam- 
phlets, read up on the disease in ten minutes, and 
decided against it. I suddenly remembered I had 
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claustrophobia, the basement walls and ceiling 
closed in on me, and I was going to get out of 
there fast, but the doors were shut, the music had 
started, and the film was beginning. 

The whole thing was rather cosy because of the 
technicolor and the tunes, but I was left with the 
feeling that I’d better see a doctor, anyway, just in 
case... 

I hurried home to try out the new technique I'd 
seen on the screen. With a breast-examination 
pamphlet in one hand and my other hand searching 
for a hidden lump, of course I found one. After 
supper I found it again. I began to be afraid the 
lump was really there, so I phoned the doctor. 

**You know how I am,” I told Dr. Snyder. “It’s 
just my imagination, but I’ve got a lump in my 
breast.” 

“Can you get to my office the first thing tomor- 
row morning?” he asked. 

**But I may be mistaken,” I countered. 

“TI hope you are,” Dr. Snyder answered, “but if 
there is anything, we’ll be getting it in time.” 

**Maybe next week or the week after . . .” I sug- 
gested vaguely. After all, I didn’t want cancer 
pinned on me. Why had I called him anyway? So I 
added, ‘*You’re too busy.” 

‘I’m not too busy for that. Tomorrow at ten.” 

The next morning in his office, the lump was still 
there. 

*Where do you think it is?” he asked after he’d 
examined me. 

You tell me,” I told him. There was going to 
be no prompting from this audience. 

He put his finger on the exact spot. 

**T don’t think there’s anything to worry about,” 
he began in his good, steady way, “but for my own 
satisfaction, I want Dr. Reid’s opinion. Can you be 
in his office at two tomorrow?” 
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“His cheerfulness irked me; after all, 
he wasn't taking out a splinter.” 


I looked up searchingly. He was calm enough, 
so I relaxed. I'd do what he said, but I’d had 
enough playing around with the idea of cancer for 
any hypochondriac. I wanted to forget about the 
whole thing. 

The next day Dr. Reid, the surgeon, examined 
me. 

“It’s there, all right,” he said, “but removing the 
nodule for microscopic examination is an extremely 
simple thing.” 

**It’s simple because I’m the patient . . . not you,” 
I told him. His cheerfulness irked me; after all, he 
wasn’t taking out a splinter. 

“TI know, I know,” Dr. Reid replied, “but the 
operation won’t take more than a few minutes, and 
then we'll know. You'll laugh at yourself when it’s 
all over.” 

The doctors were a couple of jumps ahead of me 
. .. I could see that. But not for long. I reached for 
my bra and my hat. 

*“T’ll see you next year, if the lump’s still here,” 
I told them. I was going to do a little jumping my- 
self, and real quick-like. 

“Not so fast,” they said, pulling me back from the 
door. 

Two against one. . . I couldn’t win that way. 

“You run along and tend to your other cus- 
tomers,” I told Dr. Reid, “‘and Ill talk to Dr. 
Snyder.” 

When he left, I breathed more easily. Dr. Snyder 
was my friend. He wasn’t the man with the knife. 

“Tl agree if you operate,” I told him hopefully, 
knowing the setup. 

That didn’t work. 

“Dr. Reid does this kind of thing all the time,” he 
told me. ‘He does beautiful work.” 


“I’m scared. I haven’t any courage.” 

‘It would take a lot more courage to leave it in,” 
the doctor answered. “Dr. Reid isn’t knife-happy. 
He’s very conservative.” 

‘Maybe it’ll go away all by itself,” I told him. 
**My little boy had a cyst under his chin, and all the 
doctors said it wouldn’t go away, but it did.” 

**There’s a lot of difference between a woman’s 
breast and a boy’s chin,” he said quietly. 

There wasn’t any argument for that one, so I 
got mad. 

‘Maybe I’d better get some more opinions,” I 
snapped. 

**T wish you would, for there isn’t any doctor that 
would .. .” 

Well,” I interrupted, ‘‘Dr. Reid’s too young.” 

For saying that, I had to listen for the next ten 
minutes to a detailed recital of all the surgeon’s 
qualifications. Dr. Reid poked his head in the door. 
He looked puzzled when he saw that Dr. Snyder 
hadn’t got rid of me. He’d polished off all his gall 
bladder, kidney stone, and stomach ulcer patients 
with dispatch . . . and there I still was. Dr. Snyder 
looked over my head at Dr. Reid. 

“Go ahead and make the hospital arrangements, 
Steve,” he told him. “The sooner, the better.” 

Now I was in a pickle. 

“I didn’t say yes,” I flung back at both of them 
as I went off. 

“Tl call you tonight,” Dr. Snyder answered. 
**Talk it over with your husband.” 

Not only did I talk it over with my husband, who 
agreed with the doctors, who set the date for 
Thursday, but I talked it over with the neighbors. 

I don’t want to scare you, but...” prefaced 
every gory story. Invariably, everyone knew of the 
apocryphal woman who’d had a lump in her breast 
the size of a lima bean and had ended up with both 
breasts off. 

**Don’t let them do that to you, Molly,” they ad- 
vised me. “After all, you’ve got a good figure, and 
you’ve still got a few years left.” A cheerful admoni- 
tion, come to think of it. 

And I heard of a Mrs. Snellings a few blocks dis- 
tant who had had the very same thing done to her 
and hadn’t been seen or heard of since, and that 
was over three months ago, “but, of course, you’re 
not like her, Molly.” 

Who says I’m not? I’m a thousand times worse. 
Maybe I’d never be seen or heard of again. Oh, 
Brother! Without breasts and my two front teeth 
(I have a removable bridge), I certainly wouldn’t 
have anything left . . . er, well, not much, anyway. 
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I phoned Dr. Snyder early the following morning. 

hysterical,” I told him. “This waiting until 
Thursday is killing me.” 

‘Ill have the date set ahead,” he told me. “Go 
to the hospital tonight at 7:30, and I’ll see if Dr. 
Reid will take you after a gall bladder in the 
morning.” 

By 7:30 of course I wasn’t ready. I didn’t know 
what clothes to take along for the trip. I knew I 
wouldn’t wear half of what I took along, and the 
hospital provided half, anyway ... the top half. 
My kids, Joan and Jack, bought me a big box of 
candy with their own money and ate the top layer 
while I dillydallied. 

"Gee, Mom,” said Jack, who at eight had shared 
his hospital room with a little girl for two weeks, “I 
hope you’re lucky and don’t have a man for a room- 
mate.” 

I was lucky, if you want to call it that. The old 
lady who shared my room snored all night long and 
then told me the next morning that she hadn’t 
slept a wink. But I’m jumping ahead again. 

When I got to the hospital at eight, I thought I 
was in for a child’s night of sleep. Never have I 
been more mistaken. After the routine things were 
done to me and I did the routine things, I thought 
I could relax. But no, an intern came in to examine 


me. 
*‘Where’s the lump?” he asked. 
“I’m not going to do your homework for you,” 


I told him. ‘Find it yourself.” 

He couldn’t. Obviously he must have colored 
many a package of oleomargerine, for where else 
could he have developed that technique? Finally, 
in a sweat, he gave up. 

‘Find anything?” I asked. 

“It’s pretty hard to find anything, if there’s any- 
thing there.” 

As soon as he was off, I reached for my slippers 
and scooted down the hall to telephone my husband 
to come get me. If the lump had left, I was leaving, 
too. But the phone was within earshot of the head 
nurse, so I called the doctor’s wife instead. 

**T don’t think I have a lump anymore,” I told her. 
**At least, the intern couldn’t find it.” 

“ll tell my husband the minute he gets home,” 
Mrs. Snyder said. “If you haven’t got any lump, 
they certainly can’t take it out. And don’t be afraid 
to talk back to them. It’s your body.” 

I went back to bed feeling much better about the 
whole thing. Just as I drifted off, around came a 
second intern. He asked me all sorts of fresh ques- 
tions, and I gave him all sorts of fresh answers. He 
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left and I turned over. Back came the first intern. 
He wanted my blood pressure. I told him it was 
160 over 110, but he had to find out for himself. 
It was 160 over 110. I lay down. In came the 
second intern. He wanted to find the lump. 

“Look, Sonny,” I said, “it’s right here. See? 
And underneath, there’s dimpling. I have to raise 
my arms so you can see it. Now go away and let me 
sleep.” 

“Where?” he asked. “I don’t see any lump.” 

We weren’t going through all that again, not if 
I could help it. 

**T don’t either,” I lied, ‘but the doctors want to 
cut me open and look just for the heck of it. Then 
they'll know.” 

He opened his eyes wide. I could tell he was new. 

“Gosh,” he exclaimed. “I’m going to phone Dr. 
Reid right away and tell him there’s no lump.” 

“It’s nice of you,” I told him, ‘“‘but unnecessary. 
I called Dr. Snyder’s wife.” 

“I’m going to call Dr. Reid, anyway,” the young 
intern told me. “Gosh!” 

I began to like him. I got under the covers and 
turned out the light. A nurse came in with a 
flashlight. 

**Are you Mrs. Daugherty?” she asked. 

**Yes. So what?” I answered. 

**Just checking. That’s all. Just checking.” 

She left. A lugubrious character with a foreign 
accent and a long, thin nose was my next little 
visitor. 

“I’m Dr. Xjzfski, the anesthetist,” he announced 
solemnly. 

“You look more like an undertaker, but it’s 
okay by me,” I told him. 


**Have you ever had any serious illnesses?” 


“I'm Dr. Xjzfski, the anesthe- 
tist, he announced solemnly.” 


1o7 


**No, but it takes plenty of anesthetic to put me 
under ... plenty. Just remember that when we 
meet again.” 

**We have enough,” he answered. “Are you sure 
you’ve never... .” 

“I’ve got high blood pressure, but that’s all. It 
has no physical cause ... just mental ... inner 
rebellion. So long. ll see you tomorrow if I have 
an operation.” 

But Dr. Xjzfski sat down on the edge of my bed. 

“Who taught you that ... that about 
rebellion?” 

**T’ve read all the books, too,”’ I answered. 
beat it. I need some rest.” 

A pretty young nurse looked in the room. 

**Has Dr. Snyder been in here?” she asked. “I’ve 
been trying to catch him.” 

“I don’t blame you,” I said, “but he’s married.” 

Again I turned out my bed light. The curtain 
around my bed parted, and another nurse stepped 
in. 

“I’ve come to shave you,” she said sweetly. 

Shave me!” I gasped. “Good Lord, what would 
you shave?” After all, I’m no monstrosity. 

“You may think there’s no hair there,” she told 
me, “but we have to shave your skin, anyway.” 

“Okay, but make it snappy,” I answered. Then, 
**No, on second thought, take your time.” 

She finished, and I thought the heck with some 
sleep. I'd sit up and read the Bible. You never know. 
A nurse hurried in, 

“Will you please put out your bed light?” she 
ordered me. ‘‘You’re disturbing the other patient.” 

I looked across the room. The old lady was snor- 
ing peacefully, but I gave in. I lay down and fell 
asleep. The last time I looked at my watch, it was 
3 a.m. At three-fifteen, a nurse awakened me. 

“Here’s a sleeping pill,” she told me. ‘So you can 
get some sleep.” 

This racket was rough, I could see that. The head 
nurse came in. 

“Are you all right?” she asked. I pretended I 
didn’t hear her. ‘Don’t drink anything until after 
the operation,” she added. 

I could have used a drink. 

The hospital day started at 5 a.m. My roommate 
woke me up rattling around, and a nurse came in to 
take my temperature. 

“I haven’t any fever,” I told her when she stuck 
a thermometer in my mouth. 

A second after she popped it in, I popped it out. 

“Say, this isn’t the shape of any mouth thermome- 
ter I’ve ever seen,” I told her furiously. 


inner 


“At three-fifteen, a nurse awakened 
me to give me a sleeping pill.” 


‘Oh, we go by the red tips. They’re all the same 
shape here,” she answered, blithely sticking the 
thermometer back in my mouth and taking my 
pulse. 

An attendant brought my roommate’s breakfast, 
but none for me. 

**What’ve you got there?” I asked the old lady. I 
might as well enjoy her breakfast. 

**Prunes, oatmeal, and tea,” she answered. 

**You can have it,” I told her. 

I settled back to gather strength for arguing with 
my doctor when in he came. Beaming, too. 

“TI hear the lump’s gone away,” he said, putting 
his cold hand down my nightie. 

And then he just looked at me. I should have 
known I couldn’t fool him. 

“Well, maybe it does seem a little smaller,”’ he 
said, softening a bit. ‘‘We’ll see.” 

**The interns couldn’t find it,” I told him in self- 
defense. 

**Did you tell them where it was?” he asked. 

But he didn’t have to ask. He knew darn well I 
wasn’t going to help them get me up to surgery. 

“Look here,” I said, “‘am I going to have the 
operation or not?” 

“We'll see,” Dr. Snyder answered. 

How can you argue with a man like that? 

The operation was scheduled for eleven. At ten a 
nurse came in to give me a hypodermic. I didn’t 
like the way things were rolling along. 

**You can’t stick that needle in me,” I told her. 
“TI have to keep my wits about me to get out of this 
operation.” 

**But you’re scheduled for an eleven o’clock,”’ she 
protested. 

**You run along with your needle,” I said. “Dr. 
Snyder said ‘We'll see.’ That doesn’t mean I will.” 
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She stalked off and came back with the message 
that Dr. Reid would examine me up in surgery and 
let me loose if the lump wasn’t there. An hour 
passed. I knew now how it would be in Death 
Row, all shaven and waiting. At quarter of eleven I 
was given a pair of leggings that would have fitted 
an elephant and was told to hoist myself up on the 
stretcher . . . I was being taken for a ride. Then the 
nurse stopped short. 

**No rouge, lipstick, nailpolish? No false teeth?” 
she added, thinking she was being funny. ‘Ha, ha!” 

Well, it so happens as I told you. And there’s 
no “ha, ha” about it. 

*T have a bridge and I’m hanging on to it,” I told 
her firmly. 

**My gracious, it doesn’t come out, does it?” 
asked the nurse, surprised. 

“It does,” I told her, “but not for you.” 

She ran down the hall to get the head nurse. 

*Let’s have your teeth,” the older woman said 
briskly. 

“Let’s see you get them,” I told her ... but 
politely. “And anyway, I’m not sure I’m going to 
have this op...” 

**Just in case you do, just in case ...” she in- 
terrupted. “You wouldn’t want us to have to send 
a nurse all the way upstairs to bring the teeth 
down, would you?” 

“Why not?” I asked coldly. “I never take them 
out ... absolutely never.” 

“Let’s have them,” she said adamantly and 
dropped them in a jar of cold water. 


” 


CHILDREN'S 
CuUNIC 


The wizened little gnome who was rolling me to 
the elevator looked sympathetic. 

“Don’t feel so bad,” he said. “I haven’t no teeth 
top or bottom. Look at me.” 

I looked and felt worse. 

For the first time in my life, I was going to keep 
my mouth shut. When I got up to surgery, both 
doctors took one look at my face, which wasn’t 
my face at all any longer, and must have decided I 
was taking the whole business too grimly, for, not 
knowing, they did the only thing in the world that 
would have defeated me completely . . . they made 
me laugh without my two front teeth. 

“Do anything you want to me,” I said, “but 
don’t make me laugh again, please.” 

I was wheeled into the operating room. The 
anesthetist told me brightly I was going to sleep 
and jabbed a needle into my arm. And I stopped 
thinking. 


**You’re back in your room now,” I heard people 
saying. 

Then I recognized the doctors’ voices. “Every- 
thing’s all right. You don’t have cancer.” 

“I want my two front teeth,” I lisped. I wasn’t 
thinking about cancer anymore. 

**The lump was very, very small,” Dr. Snyder said. 

*"Now we know,” said Dr. Reid. 

Well, I knew all along, I thought in a fog. When- 
ever I think I’ve got something, that’s when I 
haven’t. 


“It looks just like an innocent six- 
shooter but it conceals a loaded hypo.” 
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Contrary to some medical opinion, due to recent _ the everlasting challenge in medicine. 
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ence upon the most exact diagnostic aids in clinical sections on their respective fields—but all of the 
medicine, physical diagnosis has begun to have new material has been carefully edited and well in- 
value. For it has become clear that the more one __ tegrated by the author. 
correlates the physical signs discovered upon ex- The inclusion of these various sections by special- 
amination with findings shown by instruments of _ ists gives it complete coverage and relieves it of 
precision, the more independent is the doctor of | autonomous opinion. It is an important and effec- 
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Che Practitioner's Bookshelf 


Current Therapy, 1952. Edited by Howard F. Conn, M.D. 
Pp. 849, Price, $11.00. W. B. Saunders Company, 
Philadelphia, 1952. 

Our medical librarian states that Current Therapy is 
the book most used by the interns and residents in the 
hospital. This is one of the books that I keep on my 
desk. 

Dr. Conn has the opportunity to revise this book 
every year. He has made good use of this opportunity. 
This year the book is expanded, more subjects have been 
included, additional authors have been introduced, and 
subjects have been brought up to date. 

Presenting treatment as “the method of Dr. So-and- 
So” allows the reader to approach a subject with an 
open and critical mind; the student and physician can 
then digest the material in the light of his former teach- 
ing, reading, knowledge, and experience. This is con- 
ducive to thinking and to a high quality of practical 
application. 

The general brevity of the discussions is very re- 
freshing. Some areas where controversy does exist might 
be clarified if the discussions were expanded, but this 
is not the purpose of the book. 

The book covers a wide variety of conditions and 
diseases from warts to abortions, giving the preferred 
method of treatment by one or more authors. I consider 
Current Therapy a most satisfactory volume on treat- 
ment. —Srantey R. Truman, M.D. 


Textbook of Pharmacology. By William T. Salter, M.D. Pp. 
1,240. Price, $15.00. W. B. Saunders Company, Phila- 
delphia, 1952. 


It would be a pleasure to report that here, at last, was 
the ideal textbook of pharmacology. It is a charming and 
often poetic book, but it is too big and too inclusive to 
be a satisfactory elementary textbook; at the same time 
it contains too little to be a useful reference work for 
the general physician. 

In organization the book has some worth-while fea- 
tures, such as the general historical introduction, the 
discussion of unsolved problems, and the synopsis of 
each chapter. These are offset by a rather arbitrary, and, 
to the reviewer, an inappropriate grouping of drugs ac- 
cording to therapeutic classes. A classification of drugs 
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based on physiologic and pharmacologic mechanisms 
would be preferable. 

Chemical structures of drugs are usually well pre- 
sented, but some of the graphic formulae are given in 
such a manner as to obscure the important chemical 
features. Tables and figures are of extremely variable 
quality—many are so complicated as to be confusing 
rather than instructive. 

The author has not been entirely consistent in his 
nomenclature of drugs; in one place he may use the 
official (or nonproprietary) terminology; in another 
place a proprietary name may be employed. This must 
be very confusing to students. 

What, then, is the proper niche for this book? It may 
be a worth-while auxiliary textbook, although a weighty 
one, and it should be a delightful bedside book for the 
physician who is interested in the pharmacologic basis 
of therapeutics. —Jesse D. Risinc, M.D. 


Urological Pathology. By Peter A. Herbut, M.D. Pp. 1,222. 
Price, $24. Vols. 1 and 2. Lea and Febiger, Philadel- 
phia, 1952. 


This two-volume work on urologic pathology is com- 
plete in every aspect of the subject, and as the author 
says in his preface “is intended for the general practi- 
tioner, medical student, general surgeon, gynecologist, 
and urologist.” The material is wisely presented from a 
regional point of view rather than carrying “the de- 
scription of one disease process throughout the various 
portions of the genitourinary tract.” The addition of 
“basic facts pertaining to embryology, anatomy, and 
physiology is most valuable in the understanding of the 
complete disease process.” 

In the discussion of toxic nephrosis it seems to this 
reviewer that not sufficient emphasis has been placed on 
the role of intravascular hemolysis following transure- 
thral resection, which subject has been thoroughly 
discussed in the recent urologic literature. It is true 
that this condition is discussed under the treatment of 
benign prostatic hypertrophy, but it would seem that 
the importance of intravascular hemolysis as a cause of 
toxic nephrosis should be more thoroughly emphasized. 

In the discussion of each disease a short summary of 
the treatment is given. This has led to some statements 
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ronic, mild or severe, for 


which might well be questioned. For example, in benign 
prostatic hypertrophy “transurethral resection is the 
method of choice in from 85-90 per cent of cases.” This 
statement would certainly be questioned in many of the 
larger clinics in this country. 

In the discussion of the treatment of testicular 
tumors, the author states that “irradiation therapy by 
itself is used only in cases showing too extensive in- 
volvement for surgical intervention,” and no emphasis 
is placed upon the radiosensitivity of many types of 
testicular tumors, particularly, of course, the semino- 
mas. It has been the experience of most urologists that 
metastases in seminomas can often be eradicated by 
intensive irradiation therapy. 

Under the discussion of the treatment of hydroceles, 
the author states that “injection therapy using various 
types of sclerosing solutions appears to be the treatment 
of choice at present.”’ Certainly, again, this statement 
would be questioned by most urologists, particularly in 
the treatment of large hydroceles. 

However, with the exception of the summary of 
treatment of the various disease conditions, the book 
can be highly recommended as a complete presentation 
of the subject of urologic pathology. The references to 
modern literature at the end of each chapter should 
prove most valuable to all those interested in this sub- 
ject. The illustrations, while adequate, are not up to the 
standard of the excellent text. 

—J. A. Campsett Cotston, M.D. 


Occupational Marks and Other Physical Signs. By Francesco 
Ronchese, M.D. Pp. 181. Grune and Stratton, New York, 
1948. 


A new medical book all too frequently represents a 
restatement or revision of generally available informa- 
tion. Books presenting new ideas or a new approach are 
in the minority. 

The book, Occupational Marks and Other Physical 
Signs by Francesco Ronchese fits into the latter category 
and presents a subject certain to be of wide interest. All 
physicians who practice medicine, or see patients in 
other circumstances, are likely to observe periodically 
some of the physical signs which are described in this 
book. The chances are great that these signs will be 
overlooked, or if recognized, not properly evaluated. It 
is a well-known clinical axiom that “physicians find 
only that for which they specifically look and under- 
stand.” 

This monograph is proof that valuable research and 
worth-while new information are possible with careful 
clinical observation even in this era of complicated 
laboratory techniques. The author is to be commended 
on his devotion to this thesis, and his fine monograph 
is the proof that his efforts have been fruitful. Attention 
to detail of this type will make physical examinations 
not only more interesting but productive of more help- 
ful information. 

Aside from its purely clinical value, the information 
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in this book is of special importance in the fields of legal 
and occupational medicine. Attention to these physical 
signs will occasionally help pathologists and medical 
examiners in the identification of bodies. 

All practicing physicians can be helped and stimu- 
lated by this book. For example, a woman with notched 
upper central incisor teeth was presented at a conference 
attended by the reviewer. Congenital syphilis as a cause 
for this finding was readily excluded. In the study of 
this case, use was made of this text which discusses 
notching of incisor teeth, and it was noted that they 
occur in seamstresses from cutting thread with their 
teeth, in upholsterers from holding tacks with their 
teeth, in smokers from use of a pipe, and in young 
women from opening bobby pins with their teeth. With 
these ideas in mind, further history was obtained which 
indicated that the last reason was the correct explana- 
tion for the notched teeth in this patient. 

The book has many excellent original illustrations, 
some of which are accompanied by line drawings to 
indicate the mechanism of production of the physical 
sign depicted. There is a detailed bibliography with 
annotations by the author regarding the content or 
importance of some of the references. 

This monograph represents an important contribu- 
tion to the medical literature and one likely to become 
a classic reference source. —Haroip Jecuers, M.D. 


Refraction and Motility. By Walter B. Lancaster, M.D. Pp. 310. 
Price, $7.75. Charles C Thomas, Springfield, Ill., 1952. 


This is an excellent book for the student in refraction 
or ophthalmology, or one who limits his practice to eye 
diseases and refraction. The book is easily read, with 
numerous diagrams to explain some of the more com- 
plicated problems in optics. There is a great deal of 
practical as well as theoretical material presented in an 
interesting manner. 

The book is one that would be of relatively slight 
value to those doing general practice, but is a valuable 
addition to the library of the ophthalmologist, ear, eye, 
nose, and throat specialist, or optometrist. 


—ALBERT N. Lemorne, JRr., M.D. 


Diabetes and Pregnancy. By Ralph A. Reis, M.D., Edwin J. 
Decosta, M.D., and M. David Allweiss, M.D. Pp. 78. 
Price, $2.50. Charles C Thomas, Springfield, Ill., 1952. 


The features which would most recommend this bock 
are its conciseness and brevity. The experience of the 
authors seems to add little to already known and ac- 
cepted procedures. The fact that seventy-six authorities 
are quoted in substance or by reference indicates the 
voluminous study made in compiling this small book. 

The authors’ definition of diabetes seems to be based 
on observable facts concerning the disease, and does not 
satisfactorily define the disease. However, it seems to 
indicate that they feel that diabetes has not as yet been 
successfully defined or understood. Their condemna- 
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tion of the indiscriminate use of hormone therapy, and 
their conclusions concerning the termination of preg- 
nancy with a 3,500 gram baby are to be accepted in the 
light of individual experience and not as dogma. 

The volume is a well-written attempt to summarize 
the problems of the pregnant diabetic from the stand- 
point of the opinions of many authors and their own ex- 
periences. It would perhaps have been better had they 
enlarged more on their own experiences, and let the 
intelligent reader accept or discard their conclusions. 

More volumes of this brief, well-written type should 
be published principally for their quick reference value. 

—J. R. Fowzer, M.D. 


Your Diabetes. A Manual for the Patient. By Herbert Pollack, 
M.D., and Mary V. Krause. Pp. 212. Price, $3.00. Paul B. 
Hoeber, Inc., New York, 1951. 


This book, as the subtitle suggests, is primarily 
written for the patient. It is more complete and describes 
the physiology of digestion and metabolism in more 
detail than the usual book of this type. Some chapters 
seem slightly involved for the the average layman. 

Enough history of diabetes is given to furnish a good 
background. Throughout the book, encouragement is 
given to the diabetic patient, showing that with proper 
care and attention to rules of hygiene and with proper 
relationship between diet and use of insulin, he can live 
a normal life to an average age. 

The book contains many tables of sample diets of 
various caloric value. The method of food exchanges is 


very well described. The final chapter consists of forty- 
one questions and answers which cover the subject 
fairly well and answer most of the questions a diabetic 
might have. 

This is a well-written book which furnishes the re- 
quired information to the patient, and at the same time 
is so written that a doctor could gather much informa- 
tion from it. —F. A. Humpurey, M.D. 


Cellular Changes with Age. By Warren Andrew, M.D. Pp. 74. 
Price, $2.50. Charles C Thomas, Springfield, Ill., 1952. 


Why do organisms grow old and die? We are led to 
believe that an organism represents a number of gen- 
erations of cells of a given duration of protoplasmic 
activity, at the end of which degeneration and death 
supervene. Although the problems of aging are complex 
and the theories explaining the process of senescence 
are numerous and varied, basically it might be said it 
is due to protoplasmic changes—changes which occur 
in individual cells. 

In this short monograph Dr. Andrew presents a de- 
tailed picture of these cellular changes tracing the ex- 
perimental observations in the lower plants and animals, 
and correlating them with the changes observed in the 
various specialized tissues in man. Herewith is an 
interesting endeavor in the search for a longer and 
happier and more productive life for human beings. 
This book is recommended for background reading for 
the practitioner who has strong leanings toward geriat- 
rics. —A. R. Marsicano, M.D. 


“| just bought it and I'm hurrying to school before the next edition comes out.” 
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Academy Keports and News 


Family Doctors’ Role in Premature Infant Cases Explained 


AAGP Represented at National Meeting 
In Washington on Premature Infant Care 


THE GENERAL practitioners’ methods of coping with 
the problems of premature infant care, as presented 
at the recent national meeting in Washington, D. C., 
on the Care of the Premature Infant, brought en- 
thusiastic comments from the 17 representatives 
of leading organizations that are primarily con- 
cerned with this subject. 

The A.A.G.P. was represented by Dr. I. Phillips 
Frohman of Washington, D. C. In expressing the 
opinion of the family doctors, Dr. Frohman brought 
out that they are interested in the best possible 
medicine and care of premature infants. Dr. Froh- 
man cited examples of how this is being handled. 

In the District of Columbia, “when any general 
practitioner delivers a premature infant in our 
hospitals, we routinely have one of the staff pedi- 
atricians come in to consult with us.” Persons 
attending the Washington meeting felt this was 
an excellent procedure. 

In those areas of the country where hospitals 
are quite distant and home deliveries are the rule, 
Dr. Frohman suggested that a regional center at the 
closest approved hospital, set up for premature 
care, would take over. The infant taken by am- 
bulance to this “regional center” would be cared 
for under state or county expense, and when proper 
weight and health are attained, would be returned 
to its home under the care of the family doctor. 

It was pointed out that 18 states in this country 
have some form of “regional centers.”’ Thirty- eight 
states have some kind of provision, financially or 
otherwise, and 13 states have incubators available 
to hospitals. 

With the general practitioners’ position set out 
satisfactorily, the overall solution is to upgrade 
the hospital care for prematures. 
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In the discussion which ensued as to who would 
check the hospitals to see that the accredited ones 
followed the standards which this special group 
would propose, Dr. Frohman suggested that the 
American Medical Association was in the best 
position to carry out the job. 

This meeting, the first to be held on premature 
infant problems, was primarily to form and appoint 
a committee for the study of the hospital standards 
dnd care of premature infants. 

Mr. George Bugby, representative of the A. 
H. A. was concerned with what more could be done 
to decrease the incidence of prematurity. He fol- 
lowed up by asking how to improve the general 
hospital and nursing care within the hospital for 
prematures. 

A member of the Board of Gynecology and Ob- 
stetrics, Dr. John Parks of Washington, D. C., dis- 
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cussed the possibilities of a longer stay in the hos- 
pital for mothers threatened with early termination 
of pregnancy and thereby getting a more nearly 
term baby. 

The group felt that some new standards for the 
care of prematurity should be set up for the enforce- 
ment of standards in the accredited hospitals while 
the nonaccredited hospitals could use these stand- 
ards as a guide post. 

The role of the general practitioner is to learn 
more about the proper care of premature infants and 
to try to prevent prematurity wherever possible by 
good prenatal care and diagnosis. 


Dr. Hussey’s Program for “Teaching 
Teachers to Teach” Rates Applause 


A procraM devoted to “teaching teachers” jumped 
the hurdle of skepticism and placed as a success 
at the Conference of Medical Teaching Technique 
held recently in Washington, D. C. 

The conference, outlined by GP’s Medical Editor 
Dr. Hugh H. Hussey, was the carrier by which 
the Medical Society of the District of Columbia 
pioneered in a medical teaching program. It 
brought out the necessity of teaching teachers to 
teach. 

A special committee was assigned to Dr. Hussey 
and the program work began. Enthusiasm was 
abundant but there was some skepticism concern- 
ing the attendance prospect. 

The conference was “sold” to the doctors by 
tireless salesmen, who thoroughly believed in the 
program. That the conference was not planned 
for faculties of medical schools alone but for all 
physicians who taught, was a selling point. 

The program and attendance held no disappoint- 
ments. Headliners who presented the program were 
Herman Van Cott, Armed Forces Institute of 
Pathology; Dr. J. H. Henning, head of the speech 
department at West Virginia University; Dr. Tom 
Jones, professor of medical and dental illustrations 
at the University of Illinois; Dr. Morris Fishbein of 
Chicago; Dr. Julian P. Price, editor of the Journal 
of the South Carolina Medical Association; W.C. 
Davison, head of the department of education of 
International Business Machines; Dr. E. T. Lisan- 
sky of the department of psychiatry, University of 
Maryland; and physicians from the District of 
Columbia—Drs. Harold Jeghers, W. Proctor 
Harvey, Thomas M. Peery, Brian Blades, Walter 
Freeman, and Hussey. 

Dr. Hussey closed the conference by stating that 
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besides the two basic requisites for education—the 
will to learn and a source for learning—there must 
be a means of getting them together, and finally, 
selling the program. 

He recalled that Christ, as the greatest physician, 
was the perfect teacher and that the instrument for 
selling His program is still a best seller. 


AAGP Commission on Hospitals’ Manual 
Contains All Newly-Adopted Revisions 


THE newly-revised manuals prepared by the Com- 
mission on Hospitals of the A.A.G.P., which encom- 
pass all additions and revisions adopted by the 
Congress of Delegates during the Scientific Assem- 
bly in Atlantic City, have been distributed and are 
available from the headquarters office in Kansas 
City. 

The changes are based upon comments and rec- 
ommendations from members associated with hos- 
pitals having general practice departments and are 
intended to provide more specific information on 
some sections. 

For example, under “Staff Administrative Re- 
sponsibilities”” the Manual formerly stated that one 
of the functions of the Department of General 
Practice is to “fix more definitely the responsi- 
bility of general practitioners in the hospital.” 
To this statement has been added, “this may include 
the creation of a committee within the Department 
of General Practice for the purpose of making rec- 
ommendations to the Credentials Committee con- 
cerning applications for clinical privileges by 
members of the department.” 

Under definitions, the following has been in- 
serted: “Terminology of hospital medical staff 
organization varies regionally and locally. The 
American Academy of General Practice does not 
presume to impose its terminology upon individual 
hospitals.” 

Other changes can be noted in the Manual. 


Academy’s First President to Head 
Ohio Medical Association Next Year 


ANOTHER presidency is in line for Dr. Paul A. 
Davis of Akron, Ohio, who was the first to serve 
at the helm of the A.A.G.P. 

Dr. Davis was chosen president-elect of the 
Ohio State Medical Association by the House of 
Delegates at the recent O.S.M.A. meeting in Cleve- 
land. He will be installed next April. 

The Ohioan has held many medical offices prior 


121 


ORANGE ... flavor, color or odor, appeals to almost every- 
one. 

ORANGE is a characteristic of FLUAGEL Compound Tablets, 
the truly unique antacid and demulcent especially indicated 
in hyperacidity and peptic ulcer. 

ELUAGEL Compound Tablets are orange-colored, orange- 
flavored and have a pungent orange odor. 

ELUAGEL Compound Tablets: Appeal to all tastes... Act 
rapidly ... Prevent acid rebound and alkalosis . . . Reduce irri- 
tation for faster healing... Form protective film over mucosa 
... Are economical. 

Your peptic ulcer and hyperacid patients will welcome this 


change from the “round, white, peppermint-flavored" regimen. 
Use this different therapy . . . prescribe 


FLUAGEL 


Trademark 


Compound Tablets 
Available in bottles of 100, 500 and 1,000 


o Please send me sample of FLUAGEL 
George A. Breon&Co, Compound Tablets. 
1450 BROADWAY Name..........0+ 
NEW YORK 18,N.Y. 
DEPT.8M 


GP « Volume VI, Number 2 


te 
te 
2 


to this latest honor. Besides being the first Academy 
president, he was a member of that body’s Board 
of Directors and served as chairman during 1949. 

Other medical positions include being a dele- 
gate from the Section on General Practice of the 
A.M.A., sectional representative of the A.M.A. 
committee on scientific exhibits, and a member of 
the President’s medical committee on rehabilitation 
of the physically handicapped. 

Statewise, he is a member of the advisory council 
of Summit County Tuberculosis and Health Asso- 
ciation, and a former district councilor of the 
O.S.M.A. 

Who’s Who lists Dr. Davis in many other posi- 
tions including his duties as medical director of 
various industries at Akron. A general practitioner, 
he has practiced 35 years in Akron and has con- 
tributed many articles on industrial medicine to 
medical journals, trade and safety publications. 


General Practitioners Fare Pretty Well 
In “The Islands” —Californian Reports 


‘On ALL the Islands except Oahu the men have no 
problems,” was Dr. Frederic Ewens’ comment upon 
his return home to Manhattan Beach, Calif., after 
attending a meeting of the Honolulu chapter of 
the A.A.G.P. 

Academy member Ewens noted that general prac- 
titioners in the Territory of Hawaii have their own 
little hospitals. These doctors do all their own 
work and if reference is needed, the patient is sent 
to Honolulu for care. 

On the Island Oahu, all the hospitals in civilian 
practice permit general practitioners on their staff, 
the Californian said, but he also repeated the 
Queens Hospital supervisor’s remark: 

“The question of a general practitioner getting 
on the staff is the problem.” 

It seems that once a general practitioner is a 
member of the staff he then can do whatever work 
he is capable of doing. The other hospitals do not 
seem to be as strict in admitting members of the 
general practice group to their staffs according to 
Dr. Ewens’ report. 

He pointed out that the majority of the special- 
ists in Honolulu are within established clinics. Most 
of the other 400 doctors are general practitioners. 
He approximated that half of the doctors are ori- 
entals or part Hawaiian—mostly young men and 
seem to be well qualified. 

The postgraduate study requirement seems to be 
the territorial chapter’s greatest problem. It is 
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very costly for them to bring physicians from the 
Mainland to give postgraduate courses, Dr. Ewens 
reported. 

He injected a note of optimism about this prob- 
lem though and referred to the A.A.G.P. Congress 
of Delegates’ approval of postgraduate study 
courses by correspondence. 

While Dr. Ewens was in Honolulu he spoke 
before the Territorial chapter on “The Changing 
Responsibilities of the Doctors.” 


lowa Joins Other States Now Operating 
Preceptoral Programs for Senior Medics 


INAUGURATION of a preceptoral program in Iowa this 
summer followed the State Board of Education’s 
approval of a plan set up by the University of Iowa 
College of Medicine. 

Iowa University, following in the footsteps of sev- 
eral state universities, who already have such pro- 
grams in operation, has worked out the plan with 
the Iowa chapter of the A.A.G.P. and the Iowa 
State Medical Society. 

During this first summer, a trial period for the 
program, the University committee decided upon a 
one-month preceptorship with a longer period 
tentative for future years if the plan proves satis- 
factory. 

The committee stipulates that the preceptorship 
shall be served during the summer months between 
the student’s junior and senior years. 

Qualifications for the preceptor are the same as 
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effective whenever laxation is indicated 


those set up by other states. Rules specify that the 
preceptor has no obligation to the student’s wife 
and family if he is married; that the student shall 
not serve with a relative nor in his home community ; 
and that preceptors shall be appointed for a period 
of one year with some rotation of preceptors 
advisable. 

The Iowa group hopes that a yearly meeting of 
all preceptors can be held in Iowa City to discuss 
problems arising in connection with the program 
as well as including a scientific refresher program. 

The University committee has prepared a printed 
form on which prospective preceptors list biograph- 
ical data concerning their education and training 
and their facilities for the training of students. 

From the professional standpoint it is hoped that 
the student may be shown how certain methods and 
procedures can be carried out in the home or office 
without the necessity of hospital organization and 
equipment to help him. In this way the medical 
student will gain confidence in his ability to cope 
with disease in the home—the background for a 
good family doctor. 


California Universities Offering Courses 
In September for General Practitioners 


Ca.iForNIA general practitioners will have oppor- 
tunities to attend two postgraduate courses, espe- 


cially designed for them, in September. 

A conference on general surgery is scheduled for 
September 8-12 by the University of California 
School of Medicine in San Francisco. The course 
will be held at the University hospital. 

Immediately following this session, Stanford Uni- 
versity School of Medicine in San Francisco is offer- 
ing several courses of general interest September 
15-19. Registration will be limited. 


AMA House Action on Health Commission 
At Annual Meeting Gets Top Billing 


THE FIRST coast-to-coast television of scientific ex- 
hibits, live color telecasts of surgical operations, and 
the highly publicized controversy between the 
A.M.A. and the President’s Commission on the 
Health Needs of the Nation added innovations, as 
well as plenty of spice, to the 101st annual session 
of the American Medical Association in Chicago. 
The resolution on this controversial issue, 
adopted by the House of Delegates, was toned down 
from the initial proposal which condemned the 
commission and its chairman, Dr. Paul B. Mag- 


GP ¢ August, 1952 


nuson. The policy-making body voted to uphold its 
officers and trustees in attacking the appointment 
by President Truman of the Commission on the 
Health Needs of the Nation as “politically moti- 
vated” but refrained from passing judgment on the 
final report of the commission before its scheduled 
publication in December. 

In a more peaceful vein, the House took steps to 
promote better understanding between the A.M.A. 
and the American Osteopathic Association. The 
delegates approved a recommendation that the 
A.M.A. Board of Trustees appoint a committee to 
study the curricula of osteopathic schools to help 
improve their educational standards. Retiring pres- 
ident, Dr. John W. Cline, was instrumental in 
getting this action. 

After being temporarily overshadowed by head- 
liner events from the House of Delegates’ sessions, 
the scientific achievements of medicine received 
their share of the spotlight in more than 400 orig- 
inal scientific papers presented to the 14,000 physi- 
cians who attended the meeting. 

A section devoted exclusively, for the first time, 
to military medicine directed attention to atomic 
warfare, defense, military psychiatric problems, and 
flight beyond the atmosphere. 

The visitors also took advantage of symposiums, 
conferences, clinical demonstrations, films, color 
telecasts, and walking the Navy Pier where out- 
standing technical exhibits and 300 scientific ex- 
hibits were displayed. 

Academy member Dr. H. Kenneth Scatliff, pres- 
ident of the Chicago Medical Society, announced 
the presentation of a $25,000 cash gift to the Amer- 
ican Medical Education Foundation. The founda- 
tion, founded in 1951, is part of organized medi- 
cine’s fight against socialization—to raise funds to 
support medical schools and make unnecessary 
their subsidy and control by the federal government. 

Before turning over the gavel to the new president 
Dr. Louis H. Bauer, Dr. Cline said in his farewell 
address that ‘American medicine is stronger, more 
unified, and better able to prevent the destruction 
of the high standards of medical care inevitable in 
socialistic schemes.” 

California Academy member, Dr. Dwight H. 
Murray of Napa, who is chairman of the A.M.A. 
board of trustees, administered the oath of office to 
Dr. Bauer, who is from Hempstead, N. Y. 

Eighteen members of the A.A.G.P. served as 
delegates in the House. 

Atlantic City was selected as the site for the 
regular 1955 meeting. 
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Scholarship Residency Program in Action. The five interns, selected by the A.A.G.P. Mead Johnson General Practice Scholarship 
Committee to receive $1,000 awards for general practice residencies in five appointed hospitals, began their work July 1. Since the 
announcement of winners in Atlantic City, several changes have been made in recipients because some of the first-named winners 
were not able to carry out their plans. Initiates for the first annual Mead Johnson General Practice Scholarship program are (left 
to right): Dr. Carl Luedeke of Cincinnati, Ohio, who is taking his residency at Christ Hospital in Cincinnati; Dr. John W. Padgett 
of Teague, Texas, at City-County Hospital, Ft. Worth, Tex.; Dr. John Dalton Erickson of Tacoma, Wash., now at Pierce County 
Hospital, Tacoma; Dr. Thomas V. Brennan of Milwaukee, Wis., doing his work at Milwaukee’s Evangelical Deaconess Hospital; 
and Dr. John D. Chapp of Virginia, Neb., taking his residency at Sacred Heart Hospital, Yankton, S. D. 


In the General Practice Section which convened 
during the Chicago session, new officers were 
elected. For 1952-53, Dr. Richard A. Mills of Ft. 
Lauderdale, Fla., will be chairman of the section. 
Dr. Loren C. Burwell of Los Angeles, Calif., is vice- 
chairman, and Dr. E. I. Baumgartner of Oakland, 
Md., is secretary. Dr. Paul A. Davis of Akron, Ohio, 
is section delegate and Dr. M. B. Casebolt of Kansas 
City is alternate delegate. The executive committee 
is composed of Dr. Lester D. Bibler of Indianapolis, 
Ind., Dr. T. E. Robinson of Salt Lake City, Utah, 
and Dr. Mills. Dr. Charles McArthur of Olympia, 
Wash., is section representative to the Committee 
on Scientific Exhibit in the A.M.A. 

Recipient of the Distinguished Service Award of 
the A.M.A. for 1952 was Dr. Paul Dudley White of 
Boston, Mass., the noted cardiologist. 

During the Chicago session the Medical Ex- 
hibitors Association also elected officers. A. Paul 
Burton, vice-president of W. B. Saunders Company, 
is the new president. The manager of professional 
relations in Gerber Products Company, S. A. 
Montgomery, is vice-president, William W. Gal- 
lagher of MacGregor Instrument Company is treas- 
urer and Don M. Robertson of Sharp and Dohme is 
secretary of the organization. 


Licensing Chances for Foreign-Trained 
Physicians in United States Improved 


INcREASED possibility for the foreign-trained physi- 
cian to secure license to practice in the United 
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States is revealed in the 50th annual report on med- 
ical licensure by the Council on Medical Education 
and Hospitals. 

Four states which formerly refused to license for- 
eign physicians have indicated that they may now 
file application. In several other states, regulations 
have been modified. Of the 43 boards that license 
foreign-trained physicians, nine do not require 
citizenship, 12 require first papers only, and 22 
boards ask full citizenship. Twenty-eight boards de- 
mand that the foreign-trained physician serve an 
internship or obtain further training in the U. S. 

A list of 49 foreign medical schools in 13 coun- 
tries has been compiled by the Council on Medical 
Education and Hospitals in collaboration with the 
Executive Council of the Association of American 
Medical Colleges. Both bodies recommend that 
graduates of these schools be considered on the 
same basis as graduates of approved medical schools 
in the United States, though it remains the responsi- 
bility of the individual institution or organization in 
the United States to place its own evaluation on 
the credentials presented. 

Last year 1,006 graduates of 142 foreign medical 
schools were examined in 34 states and Alaska. Five 
hundred and twenty-four of these succeeded, and 
four hundred eighty-two (47.9%) failed. Of the 524 
licensed in 1951, 450 had not previously been li- 
censed in the United States and therefore represent 
additions to the physician population. This repre- 
sents an increase of 142 additions to the profession 
from the preceding year. 
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National Plan for Placing Interns 
Used This Year for the First Time 


A NATIONAL matching plan to place interns in hos- 
pitals was used for the first time this year. A report 
on the progress of the system has been released by 
the Association of American Medical Colleges. 

The plan was designed to lessen the confusion 
which has resulted in the past because there are 
more hospital appointments than interns available. 

Under the sponsorship of the National Inter- 
association Committee on Internships, hospitals and 
students contact each other freely during the stu- 
dent’s senior year. Students visit hospitals of their 
choice, and later both the students and hospitals 
file confidential ratings with the committee. 

The two are then matched, with the student re- 
ceiving the internship he prefers most, if this agrees 
with the hospital’s rating of him. 

According to the report issued, the plan is suc- 
cessful since 84 per cent of this year’s new interns 
were matched with the hospital they indicated as 
their first choice. Seventy-four per cent of the hos- 
pitals received the student they designated as first 
choice. 

This arrangement alleviates the confusion caused 
by some hospitals exerting a variety of pressures 
to obtain the interns they needed and students 
making hasty decisions because they were anxious 
not to be left out of choice positions. 

The committee on internships points out that 
95 per cent of this year’s interns participated in 
the plan and 98 per cent of the hospitals offering 
internships were participants. 


Medical News in Small Doses: 


Dr. Tuomas E. Rarpin of Columbus, Ohio has been 
elected third vice-president of the Ohio Council on 
Family Relations—the first physician to serve on 
the Council, according to an announcement in the 
Bulletin, published by the Columbus Academy of 
Medicine .... / A preceptoral program in Arkansas 
will begin in September with senior medical stu- 
dents at the University of Arkansas understudying 
practicing physicians in the state for a period of 
four to eight weeks .... In a recent address Dr. 
Melvin A. Casberg, chairman of the Armed Forces 
Medical Policy Council in the office of the Secretary 


of Defense, cautioned against the trend on the part 
of physicians to forget the importance of the physi- 
cians-patient relationship, as a result of recent 
phenomenal progress in the science of medicine.... 
The General Practitioners Study Club of Greater 
St. Louis is sponsoring a 54-day European tour 
which began July 11. The tour is under the per- 
sonal direction of Dr. and Mrs. John O’Connell.... 
Academy member James N. Hamner of Mannboro, 
Va., is author of the article, “Cancer Detection Is 
the Doctor’s Responsibility,” carried in a recent 
issue of Current Medical Digest. . . . A general prac- 
tice department and clinic have been opened at the 
Community General Hospital in Reading, Pa. Gen- 
eral practitioners in the county are allowed to take 
patients into the clinic for treatment and to partici- 
pate in staff functions.... Wisconsin chapter’s 
president Dr. Erwin C. Cary of Reedsville has been 
elected governor of the Dale Carnegie Club Inter- 
national, Division Two, which is made up of mem- 
bers from Wisconsin, northern Indiana, and Illi- 
nois.... American Hospital Association has re- 
leased information that the cost of operating gen- 
eral, nonprofit hospitals in this country reached 
four billion dollars during 1951, an increase of 6.6 
per cent over the 1950 expenses. Despite the in- 
crease, the report showed that hospitals reached a 
more favorable financial position because voluntary 
contributions compensated for much of the 137 
million dollars left short by the patient income. . . . 
Dr. Percy B. Wiltberger of Columbus, Ohio, was 
elected a vice-president of the Aero Medical Asso- 
ciation at its 23rd annual meeting in Washington, 
D.C... . A.A.G.P. Commission on Education mem- 
ber, Dr. Louis H. Weiner, told what a department 
of general practice can mean for a hospital at a 
recent scientific meeting in Woman’s Hospital of 
Philadelphia. ... The Kessler Institute for Rehabili- 
tation announces the publication of the first issue 
of its new annual medical magazine, Proceedings. 
The initial issue is devoted to paraplegia. ... An 
annual award to be known as the Howard W. 
Blakeslee Award has been established by the Amer- 
ican Heart Association to encourage high standards 
of medical reporting in the heart field... . Acad- 
emy member, Dr. Clyde A. Henry of Farson, 
Iowa, was named Iowa’s outstanding general practi- 
tioner for 1952 at the annual meeting of the Iowa 
State Medical Society. Dr. Henry has been in 
practice for fifty-five years. 
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Tele-Clinic No. IV Lauded by AAGP 
At Film Premiere in St. Louis 


ST. LOUIS, the site of the Academy's Fifth Annual 
Scientific Assembly March 23-26 next year, was host 
city June 21 for the premiere of the Tele-Clinic sound 
motion picture, filmed during the Atlantic City As- 
sembly. 

The Tele-Clinic, the fourth to be made by Wyeth 
Incorporated of Philadelphia and the second on 
A.A.G.P. Assemblies, received warm acclaim from 
Academy officers and other guests who attended the 
showing. 

Official representatives of the Academy were Presi- 
dent R. B. Robins; Chairman of the Board W. B. Hilde- 
brand; and Executive Secretary Mac F. Cahal. Other 
guests of Wyeth officials included members of the press, 
officers and members of the St. Louis chapter of the 
Academy, and members of the Academy staff. 

The showing of the film was preceded by refresh- 
ments and a sumptuous buffet luncheon, courtesy of the 
pharmaceutical company. 

Mr. Cahal thanked Wyeth for its co-operation in 
making the Tele-Clinic and stressed that great effort 
will be made to see that prints of the film are distributed 
so that the greatest number of people in the medical 
field will see the motion picture. Mr. Frank Garvin, sales 
manager for Wyeth, replied that the Academy's As- 
sembly had again been selected by his company for 
filming as proof of its belief in the A.A.G.P.’s contri- 


butions to the medical world. Mr. Lee Hymel of Chicago, 
division manager of Wyeth, was also present. 

These Tele-Clinic films, inaugurated last year as a 
service to the medical profession by Wyeth, feature ab- 
stracts of scientific papers presented before medical 
meetings of national significance. Last year, the Acad- 
emy’s San Francisco Assembly was selected. 

Fifty-five prints of Tele-Clinic No. IV are available. 
It is a 35-minute 16 mm black and white sound film. 
Through this medium, physicians who were not able to 
get to Atlantic City will have an opportunity to see and 
hear some of the outstanding parts of the Assembly 
which have been so expertly reproduced. 

The selection of St. Louis for the film premiere also 
allowed a kickoff on preparations for next year's meet- 
ing. President Robins announced that Mrs. Norton J. 
Eversoll, wife of the president of the St. Louis chapter, 
has been selected chairman of Ladies’ Entertainment for 
the St. Louis Assembly. 

Through the co-operation of Wyeth, we have repro- 
duced in this special section of GP a number of “stills” 
from Tele-Clinic No. IV, as well as some of the pictures 
taken at the St. Louis premiere. 


The pictures on this page, taken at the St. Louis premiere, are not part of the film. Left below: Dr. W. B. Hildebrand, board chairman; President, Dr. 
R. B. Robins; Frank Garvin, sales manager for Wyeth; and Executive Secretary Mac F. Cahal show their enthusiasm for Tele-Clinic No. IV. Center: A 
line of the premiere guests at the buffet luncheon. Right: Plans for the Fifth Annual Scientific Assembly in St. Louis March 23-26, 1953 was the topic 
of discussion among President Robins, Dr. Charles Martin of St. Louis, chairman of the Local Arrangements Committee; Mrs. Norton J. Eversoll, also of 
St. Louis, newly appointed chairman of Ladies’ Entertainment Committee, and Board Chairman Hildebrand. 
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ATLANTIC CITY'S Boardwalk was a 
busy thoroughfare with more than 
4,000 physicians, wives, and guests 
entering the world’s largest con- 
vention hall for the Fourth Annual 
Scientific Assembly of the A.A.G.P. 


LOOKING like the legislative body 
that it is, this view shows just a por- 
tion of the working setup of the 
Congress of Delegates during one 
of the Assembly's early sessions in 
Haddon Hall. 


THE camera catches Speaker J. S. 
DeTar in action before the Con- 
gress of Delegates. Left to right are 
Board Chairman W. B. Hildebrand, 
President J. P. Sanders, Vice- 
speaker Norman Booher, Speaker 
DeTar, Executive Secretary Mac F. 
Cahal, Miss Helen Cobb, and Pres- 
ident-elect R. B. Robins. 
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A RESPITE from the Assembly rush 
brings Academy Past President 
Stanley Truman and Mac F. Cahal 
together for a brief chat on the 
Atlantic City meeting and the St. 
Louis Assembly in 1953. 


Program chairmen who desire to include this film 
in one of their fall meetings should advise the 


SYMPTOMS 


Academy headquarters office as far in advance of : 
the desired date as possible, giving the location of “2s rf 
the showing and an estimate of the number of : TEENAGE EMOTIONAL PATHOLOCY 


~ and setting up the showing will be handled 
the headquarters staff and the nearest divisional 


people who will attend. All details of shipping the z : r nN 
office of the pharmaceutical company. . 


DR. O. SPURGEON ENGLISH, head 
ty of the Department of Psychiatry of 
. Temple University, utilized his espe- 

cially built scientific exhibit in dis- 

cussing “Emotional Problems of 

Teenagers.” 


EXHIBITS by Western New York 
Committee on Education on Alco- 
holism and the National Committee 
oe on Alcoholism are pointed out by 
Dr. Harold Lovell, associate profes- 
sor in neurology at New York Medi- 
cal College. 


PUDENDAL block anesthesia was 
the subject of an exhibit from the 
University of Nebraska College of 
Medicine. Dr. Harley E. Anderson, 
one of the exhibit builders, explains 
the merits of this technique. 


ONE of the five scientific exhibits 
to be selected for filming was this 
one on pain. The myofascial genesis 
of pain is the subject presented by 
Dr. Janet Travell, department of 
pharmacology, Cornell University. 
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A MASTERFUL stroke in summariz- 
ing public relations symposium was 
presented by Dr. J. S. DeTar 
through the Academy’s exhibit, 
“You and Your Public.” Dr. DeTar 
was moderator for the public rela- 
tions panel. 


ONE of the Boardwalk gatherings 
consisted of a group of the A.A.G.P. 
leaders. Left to right are Vice-pres- 
ident Lester D. Bibler, President R. 
B. Robins, President-elect U. R. 
Bryner, and Board Chairman W. B. 
Hildebrand. 


ANOTHER A.A.G.P. past president, 
E. C. Texter, congratulates Dr. 
Joseph Lindner, chairman of the 
1952 Committee on Scientific As- 
sembly, and members of the Head- 
quarters staff on the splendid At- 
lantic City program. 


A CENTURY CLUB foursome is 
caught in a jovial mood. The 
A.A.G.P. Building Fund Chairman 
John R. Fowler is shown second 
from left. 
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FIRST CENTURY CLUB CERTIFICATES AWARDED — 
DR. CASEBOLT RECEIVES INITIAL DOCUMENT 


In a brief ceremony at Academy Headquarters, 
July 3, Executive Secretary Mac F. Cahal presented 
to Dr. Milton B. Casebolt the first engrossed cer- 
tificate of the Century Club. The presentation was 
made on behalf of Dr. J. R. Fowler, Chairman of 
the Building Committee. In making the presenta- 
tion, Mr. Cahal said in part: “No one has more 
actively supported or co-operated with Dr. Fowler’s 
determined campaign to give this Academy its own 
Headquarters building. Dr. Casebolt was one of 
the first to recognize the growing need for such a 
building—just as he was the first to express that 
recognition with a $100 contribution.” He also 
mentioned that Dr. Casebolt, not content with 
generous personal contributions, has been one of 
the most active members of the national committee 
and the sparkplug of Century Club memberships 
in Missouri. 

In accepting the certificate Dr. Casebolt said: 
“My activity in the interest of this proposed new 
building has not been contingent on recognition of 
any kind, but you may be certain that this certificate 
will have a place of honor on the wall in my 
office.” 

Following this presentation, the Building Com- 
mittee mailed similar certificates to 142 other indi- 
viduals who have completed their $100 cash contri- 
butions. (Pledges totaling $100 or more entitle 
contributors to the Century Club button, but the 
certificate is awarded only after checks in that 
amount are received.) The 142 certificates were 
mailed to the following contributors: 


Alabama 

John E. Foster 

Cc. W. Neville 
Albert S. Dix 

Wm. E. Doggett, Jr. 


Colorado 

Cyrus Anderson 

N. G. Van Der Schouw 
H. H. Zeigel 


Connecticut 
E. R. Connors 
R. L. Rosenthal 


Arkansas 
R. B. Robins 


California 
Stanley R. Truman 
L. G. Ermshar 

C. F. Nelson 


Florida 

Richard A. Mills 
Walter Sackett 
H. L. Harrell 
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To First Donor. Dr. Milton B. Casebolt (left) of Kansas City, 
first contributor to the Headquarters Building Fund, and 
Executive Secretary Mac F. Cahal hold the first Century Club 
certificate which Dr. Casebolt has just received. 


Georgia 
James B. Kay 
F. H. Simonton 


Idaho 

O. D. Hoffman 
Murland F. Rigby 
E. L. Soule 


Ilinois 

B. R. Blodgett 

B. E. Bolotoft 

T. J. Conley 

Wm. J. Copeland 
Rosanna N. McKenney 
O. A. Phipps 

Carleton R. Smith 

W. H. Walton 

T. R. Young 


Indiana 
Lester D. Bibler 
C. Harstad 


lowa 
Wn. Doornink 
F. J. Fraser 


(lowa Con’t.) 
M. L. Mosher 
Elmer M. Smith 
Ss. C. Ware 


Kansas 

A. W. Fegtly 
Clyde W. Miller 
G. L. Thorpe 


Kentucky 
Thomas Van Zandt Gudex 


Louisiana 

J. W. Atkinson 
Mrs. E. R. Guidry 
Janie Topp 

M. C. Wiginton 
W. J. Hill, Jr. 

J. P. Sanders 
Mrs. J. P. Sanders 


G. Loewenstein 
W. D. Mazzacane 


(Continued on page 131) 
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Why the Velvet Glove? 


The “clenched fist” (of effective antibacterial ac- 
a tion) can deliver just as effective a knock-out blow, 
ag a even if it wears the “velvet glove” (of virtual free- 
dom from adverse side effects). 

For urinary antisepsis, Mandelamine provides 
both of these clinical advantages: 


— ... BROAD SPECTRUM 
‘ ' Published studies®*-4 show the wide range of 
ee, Mandelamine’s effectiveness—against all the most 
' ‘ common urinary pathogens, even against many 
organisms resistant to other drugs. “Comparative 
Studies . . . indicate that its effectiveness is of ap- 
al proximately the same order as that of the sulfona- 
mide drugs or of streptomycin.” ! 


.- VIRTUAL FREEDOM FROM 
ADVERSE DRUG REACTIONS 


The use of Mandelamine is “seldom associated 
with untoward effects .. . toxic manifestations are 
relatively rare.”! It is notably free from agranu- 
locytosis and other blood dyscrasias, cutaneous 
eruptions, anorectal complications, and neyrotox- 
icity .. . from encouraging monilial or trichomonal 
infestations or inducing drug fastness in organisms. 


More than a decade of increasing clinical use 
shows YOU CAN HAVE BOTH...with 


mdelamine’ 


(Brand of Methenamine Mandelate) 
for URINARY ANTISEPSIS 


SUPPLIED: Tablets, enteric-coated, 
containing 0.25 Gm. (3% gr.) 


methenamine mandelate—bottles of 
120, 500 and 1000. 
: DOSAGE: 3 or 4 tablets t.i.d. for 
adults—children in proportion. 
NEPERA CHEMICAL CO., INC. 
REFERENCES: Yonkers 2, N.Y. 
JB. Mow ont Pharmaceutical Manufacturers 
Philadelphia, 19 
2. Carrol, G. rye N.: J. Urol. 
55:674, 1946 
3. Kirwin, T. J. é Bridges, J. P.: Am: J. Surg. 
52:477, 194 


4. Simons, 1.: rg Urol. 64:586, 1950. 
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Massachusetts 
Philip F. Fortin 
John R. Fowler 
Bennett Freiburg 
Wn. L. Jenney 
Charles |. Nichols 
Harold M. Waite 


Michigan 

Jack S. DeTar 
L. G. Ferrand 
Stewart Lofdahl 


Minnesota 
T. 1. Goldman 
R. B. Potter 


Missouri 

R. R. Becker 
Watkins A. Broyles 
M. B. Casebolt 
Joseph Gettelson 
Kenneth Glover 

S. D. Hoeper 

L. B. Knight 

Wm. O. Mowrey 
Robt. Myers 

P. J. O'Connell 

P. C. Quistgard 
Arthur Rhoades 
Edw. A. 
Wn. J. Shaw 


Missouri (Cont.) 
John T. Skinner 
A. E. Spelman 


New Hampshire 
Wn. Thibodeau 


New Jersey 
R. R. Chamberlain 
Aaron Horland 


New York 

F. C. Bratt 

W. A. Buecheler 
S. A. Garlan 

D. M. Gordon 

R. S. McKeeby 
John F. Mosher 

E. H. Panasci 
Ernest A. Sanders 
Wn. E. F. Werner 


North Carolina 
John Bender 
G. G. Dixon 
V. H. Duckett 
W. A. Sams 

F. L. Smith 


Ohio 

P. A. Davis 

K. L. Lehmiller 
R. M. Lemmon 


Ohio (Cont.) Texas (Cont.) 
G. H. Lemon L. M. Bukowski 
E. D. McCallister John B. Bull 
R. L. Jennings Chester U. Callan 
T. E. Rardin E. R. Cox 
Oklahoma A. |. Goldberg 
Malcom E. Phelps H. J. Jackson 
J. Forrest Jorns 
Pennsylvania B. E. Laurie 
G. S. Backenstoe E. S. McLarty 
B. M. Field John Miller, Jr. 
Y. S. Lewine R. O. Peters 
South E. S. Sears 
R. L. Crawford Philip Thorek 
W. S. Dendy Andrew S. Tomb 
T. G. Goldsmith Utah 
W. W. King U. R. Bryner 
W. H. Speisegger 
M. L. Crandall 
J. F. Woods 


Charles N. Wyatt 


Tennessee 


Vermont 
J. L. Given, Jr. 


Virginia 
G. D. Lequire J. W. Davis, Jr. 
B. S. Swindoll 

Washington 

Merrill Shaw 
C. E. Bosshart Wisconsin 
E. M. Boyd E. L. Bernhart 
C. S. Britt Edwin C. Cary 


Soothing, 


vaginal douche 


aseptic 


THE ALKALOL COMPANY 


Taunton 2, Massachusetts 


POSTGRADUATE ASSEMBLY 
IN ENDOCRINOLOGY AND METABOLISM 


November 3-8, 1952 


MIAMI BEACH, FLORIDA +» RONEY PLAZA HOTEL 


An intensive one-week course sponsored by THE ENDOCRINE 
Society, consisting of lectures, clinics, laboratory demon- 
strations, and scientific exhibits of interest not only to the 
specialist but those in general practice. 


The faculty will consist of 20 clinicians and investigators 
eminently qualified in the fields of endocrinology and me- 
tabolism. A simultaneous translation of all lectures into 
Spanish will be provided through earphones. Copy of the 
proceedings of the Assembly will be available to all regis- 
trants. The program has been approved by the Americar 
Academy of General Practice for postgraduate credit. 


FEE: $75. Attendance limited to 200. Registra- 
tions, in order of checks received, will close October 
3, 1952. 


Forward application on your letterhead, together with 
check payable to The Endocrine Society, to Henry H. 
Turner, M.D., Secretary-Treasurer, 1200 North Walker 
Street, Oklahoma City 3, Oklahoma, before October 3, 1952. 
Further information and program will be furnished upon 
request. 
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7/2 gr. (0.5 Gm.) BLUE CAPSULES CHLORAL HYDRATE — Fellows 


lasting from five to eight hours, usually free from un- 
desirable after-effects. Pulse and respiration are slowed 
© DESIRABLE SLEEP in the same manner as in normal sleep. Reflexes are not 
abolished and the patient can be readily aroused.? 
"“CHLORAL HYDRATE produces a normal type of 
sleep, and is rarely followed by ‘hangover’."! 
Dosage: One to two 7'/2 gr., or two to four 3% gr. capsules at 
bedtime. 


CAPSULES CMLORAL HYDRATE - Fe//ows 


ODORLESS NON-BARBITURATE TASTELESS 


334 gr. (0.25 Gm.) BLUE and WHITE CAPSULES CHLORAL HYDRATE —Fellows 


for the patient who needs daytime 
© DAYTIME SEDATION sedation and relaxation with complete 
comfort. 


Dosage: One 3% gr. capsule three times a day, oT 
after meals. 3i or. » 
EXCRETION — Rapid and complete, therefore no depressant after-effects.°: 4 


Available: Capsules CHLORAL HYDRATE — Fellows 
3% gr. (0.25 Gm.) Blue and white capsules. . . bottles of 24's and 100's 
gr. (0.5 Gm.) Blue capsules... ............. bottles of 50's 


Professional samples and literature on request 


22 Christopher St., New York 14, N. Y. 


W | pharmaceuticals since 1866 
MEDICAL MFG. CO., INC 


BIBLIOGRAPHY 
Hyman, H. T.: An Practice of Medicine (1 
. Rehfuss, M. R., et al: A Course in Practical Therapeutics (1 
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3. Geedman, L., and A.: The Pharmacological Basi ti 1). 

4. Solimann, T.: ‘A Manual of Pharmacology, Tth th ed. (1 948), and Useful ed. (1 © 
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REPORT OF THE EXECUTIVE SECRETARY 


ATLANTIC CITY, MARCH, 1952 


From the shrouded past of ancient China comes the 
proverb: ‘‘Better to light one candle than to curse the 
darkness.” 

Here, in this city, less than five years ago, a group of 
dedicated men lighted a candle. Weary of cursing a 
trend that threatened to extinguish a fundamental tenet 
in their profession, they created an institution whose 
purpose should be to preserve and strengthen the basic 
foundation upon which any effective system of medical 
care must rest. The phenomenal results of their handi- 
work are, I believe, without parallel in the history of 
social organization in this country. 

As the New England Journal of Medicine later ob- 
served, ‘The wheel has completed its cycle. Each of the 
major divisions of medicine that split from the main 
body of this art has achieved its special rating and its 
special privileges; the parent and protector of them all 
has at last been stirred to seek its own salvation.” 

There have been expressions of wonder, since that 
eventful meeting here on June 10, 1947, that a national 
organization for general practitioners had not been 
founded long before. The specialties had been develop- 
ing organizations for seventy-five years. Through such 
organizations they have made magnificent contributions 
to the progress of medical science, to the elevation of 
medical standards, and to the public health. But, not 
until a few short years ago, did there come a general 
realization and a spontaneous awakening in many parts 
of the country that this branch of medicine also has a 
community of interest, a unity of purpose, and prob- 
lems that are peculiar to its disciples alone. These in- 
cipient postulates emerged in the premise that advance- 
ment in general practice would benefit all the people 
and the entire medical profession. 

And so this valiant handful of earnest men lighted a 
candle. 

How brightly has it burned? 

Well, perhaps I can give you some measure of the 
intensity of its flame when I tell you that it has extended 
beyond the oceans. 

A few weeks ago the American Academy of General 
Practice received a letter from England asking for advice 
and assistance in the establishment of a “Royal Acad- 
emy of General Practice.” Consider the significance of 
this. The ancient and venerable Royal College of Physi- 
cians and the Royal College of Surgeons of England are 
the prototypes for similar organizations in America. 
But, so far as I know, the American Academy of General 
Practice is the first medical association in this country 
to serve as the pattern for a similar movement in the 
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mother country. The historic line of descent has, in this 
case, been reversed. 

Our colleagues in Britain are in sore need of the aid a 
strong organization will give them; their problems have 
been magnified by the National Health Service. Natu- 
rally, we have given them every possible help and 
encouragement. 

But the flame has extended in another direction too. 
Consider this fact. 

In the oldest university medical school in America, 
the undergraduate students last year formed a “General 
Practice Society.” At the University of Pennsylvania, 
where heretofore the chief emphasis has been upon spe- 
cialization, nearly a hundred students have joined this 
voluntary movement. Surely this is proof that those who 
met here in Atlantic City a little over four years ago to 
form the American Academy of General Practice were 
possessed of a noble idea and the gift of vision. 

The sequence of events since has been swift, indeed. 
It is no banality to say that we have come a long way. 

At the time of the first meeting of the Congress of 
Delegates, in Chicago, in June, 1948, we had something 
like 3,000 members. At the First Scientific Assembly in 
Cincinnati the following March, I reported a total of 
7,000 members. The next year, in Saint Louis, the figure 
had risen to 10,000 members. Last year, at the time of 
the San Francisco meeting, the number had grown to 
13,000. The secretary’s report on membership in your 
handbooks here shows a total of just under 15,000. 

If you are inclined to be discouraged by the flattening 
curve of membership growth, let me remind you that 
this was our year of attrition. Every month since June, 
1947, the Academy has had more members than the 
month before. But last year our net growth was less for 
the reason that this was the first year for enforcement of 
the postgraduate training requirements contained in the 
By-Laws. Those members who failed to fulfill the re- 
quirements during the first three years of their member- 
ship were dropped or, as in most cases, they voluntarily 
resigned. The result is that in 1951 our net increase in 
membership was less than in previous years. 


Toward New and Greater Goals 


The Academy’s rapid growth has been revealed in 
other ways. When I was appointed executive officer by 
the Board of Directors in 1948, I began with one young 
lady as assistant. Today our staff numbers thirty-two, 
plus three part-time medical editors in Washington. 
Mere statistics give no idea of the type or amount of 


An Orange a Day for 


Better Nutrient Absorption 
THE SIGNIFICANCE OF THE PROTOPECTINS 


Human nutrition today means more than the 
mere ingestion of the chemical components of 
foodstuffs. While these nutrients—vitamins, min- 
erals, proteins, fats, and carbohydrates—are 
needed to carry on metabolic life, food must also 
provide other substances required for normal 
functioning of many systems within the organ- 
ism, particularly the gastrointestinal tract. Con- 
versely, only in the optimally functioning diges- 
tive tract will released nutrients be absorbed to 
the greatest possible extent. 


The Protopectins 


Among such non-nutritive substances which aid 
in promoting better intestinal functioning are the 
protopectins, the subject of the present wide in- 
terest in complex carbohydrates. 


Protopectins are the native form in which pec- 
tin occurs in certain fruits. California oranges 
supply generous amounts of these complex car- 
bohydrates, which in the edible portion are con- 
tained in the fibrovascular bundles, the segmental 
walls, and the juice sacs; the juice contains com- 
paratively little. 


When the properly peeled fruit is eaten whole, the 
ingested protopectins—after conversion to pectin 
and subjection to enzymatic and bacterial action 
throughout the tract—yield substances largely 
responsible for their advantageous influence on 
intestinal function and nutrient absorption. 


Improved Absorption of Nutrients 


By lowering intestinal pH and lessening intestinal 
fermentation and putrefaction, the protopectins 
create an environment conducive to more com- 

lete absorption of important nutrients supplied 
> the daily diet. In this manner, absorption of 
non-caloric nutrients such as vitamins and min- 
erals is enhanced, without leading to weight 
gain. The influence of the = ectins, of value 
at every age, is especially beneficial in the later 
years of life. 


Other Benefits 


Because of their demulcent influence the proto- 
pectins counteract the effects of intestinal irri- 
tants, thus aiding in the prevention of diarrhea. 
Through their water-binding power they lead to 
the formation of desirable gelatinous bulk which 
stimulates peristalsis and tends to prevent con- 
stipation. By lowering the intestinal pH, the 
rotopectins tend to inhibit the growth of putre- 
active and otherwise undesirable microorganisms 
present in the intestine. 


These beneficial effects are over and above, and 
entirely separate from, the multiple vitamin values 
of oranges. Oranges remain the best practical 
source of vitamin C. Sunkist Oranges are the 
finest of the crop of California, where sunshine, 
mineral-rich soil, and cool nights combine to 
produce oranges of the highest quality. 


Sunkist Growers +« Los Angeles, California 


Sunkist 
Changes 
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work this staff carries on, but some concept of the size of 
their task may be revealed by the fact that nearly 40,000 
pieces of mail are sent out from Kansas City headquar- 
ters every month. The accounting departments handled 
nearly $700,000 last year, including advertising revenue 
for GP and dues collected for state chapters. 

The many and varied activities of the Academy are 
recounted in the reports of the respective standing and 
special commissions and committees which you will re- 
ceive today. These reports also describe the activities of 
the executive secretary and his assistants at headquar- 
ters, for the functions and projects of all committees are 
funneled through the administrative organization in 
Kansas City. For an account of the duties performed by 
the executive secretary during the past year, therefore, I 
refer you to the annual reports of the committees and the 
Board of Directors. 

In his carefully outlined report, Chairman Hilde- 
brand has given you a rather complete recital of the 
many problems the Board of Directors has been called 
upon to consider during the year that has elapsed since 
this Congress of Delegates last met. The magnitude and 
the number of these problems should give you some 
understanding of the tremendous amount of time and 
effort the directors have freely sacrificed in the discharge 
of their responsibilities. Dr. Hildebrand has also charted 
a bold and perspicacious course for the future. 

I am sure all will agree that the Academy will progress 
and prosper only if it constantly strives toward new and 
greater goals. The virility of this dynamic young institu- 
tion is such that I think there is no danger that we 
shall ever rest on our laurels, as commendable as they 
may be. 

But, at the same time, I feel it my duty to utter a word 
of warning; it would be exceedingly unwise for us to at- 
tempt more functions than we can creditably perform. 

The plain and simple fact is that in the conduct of its 
current projects and the performance of its present 
tasks, this Academy has reached the absolute maximum 
of functional efficiency. The enthusiasm of our members 
and the earnestness of the various committees leads con- 
stantly to new and additional proposals for worth-while 
projects. I am compelled to report to you that, regard- 
less of how valuable or even essential they may be, limi- 
tations of personnel and finance make it impossible for 
our organization to assume a single additional activity 
without eliminating one already being carried on. 

It is easy to underestimate the tremendous amount of 
work that goes on in the day-by-day operation of the 
Academy. It is difficult to realize that the scope and ex- 
tent of our activities have multiplied so enormously dur- 
ing each of the last four years. It is only because I wish 
publicly to pay them a tribute they richly deserve that I 
take the liberty here of mentioning that the loyal and 
able men and women who compose the administrative 
staff in Kansas City work incredibly hard. If you had the 
opportunity to observe their cheerful willingness under 
the constant pressure demanded by our busy program, 
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you would be convinced, as I am, that every one of these 
fine people has caught the spirit of challenge and the 
fervent loyalty that is an inherent characteristic of the 
American Academy of General Practice. They believe 
in it. 

When you consider the financial report presented to 
you by Dr. Bryner and when you relate it to the de- 
mands of the present program of activity carried on by 
seventeen active standing committees, you will agree, I 
think, that, in the words of the popular song about 
Kansas City, ““We’ve gone about as fer as we can go.” In 
1948, while our program was just being developed, the 
Academy took in $84,000 more than it spent. Last year, 
with the basic program in full swing, we spent nearly 
$1,500 more than we received from dues. 

The meaning is obvious. Either this Congress of 
Delegates must authorize an increase in dues, or it must 
scrupulously refrain from passing any motion that 
would require an increase in expenditures. Like the 
average individual, the Academy is finding it impossible 
to live within its income when the annual dues estab- 
lished in 1947 are worth, in purchasing power, only a 
portion of their original amount. 

Consequently, before establishing new goals or proj- 
ects, consideration must be given to the additional load 
they will place on existing facilities and the means by 
which they shall be financed. As I remarked in my an- 
nual report last year, this organization cannot be all 
things to all people. To attempt so many projects that 
none can be accomplished creditably would be to de- 
stroy the total effectiveness of the Academy. 

Perhaps we would be wise to retrench and consoli- 
date our gains at this juncture. Here we might well fol- 
low the scriptural lesson to “make a stand upon the 
ancient way, and then look about us, and discover what 
is the straight and right way, and so to walk in it.” 

After all, the Academy has achieved brilliant progress 
in the realization of its primary aims. It would surely be 
a mistake to abandon these basic causes now, merely for 
the sake of new ones. 

Ponder, for instance, that fact that the American 
Academy of General Practice has been accepted by the 
rest of the profession and the public as the representa- 
tive of and the official spokesman for all general practi- 
tioners in America. Thus, it has accomplished what I 
regard as its most important single function. (And has, 
incidentally, assumed an enormous responsibility.) It 
serves as an effective medium through which the con- 
certed voice of the general practitioners of America 
may be articulated. 

Hardly a week has passed during the past year with- 
out some official representative from the Academy par- 
ticipating in a meeting or conference somewhere in the 
country. They have been invited to appear for the stated 
purpose of expressing the views of that branch which 
composes three-fourths of the profession. This is a sig- 
nificant development in American medicine. Just four 
short years ago the voice of the general practitioner 
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VERTAVIS-PHEN tablet contains: 
Whole-powdered Veratrum Viride . . 130 CS.R.* Units 


*Carotid Sinus Reflex (130 C.S.R. Units approx- 
imately equivalent to 10 Craw Units.) 


SUPPLIED: Bottles of 100, 500, 1000 tablets. 
IRWIN, NEISLER & COMPANY 


DECATUR, ILLINOIS 


would not have been heard at such forums; there existed 
no medium for eliciting it. 

Other and more tangible goals have likewise been 
achieved. It is not too immodest, I hope, to say that the 
annual assemblies of the Academy, embodying as they 
do a new concept in medical meetings, are rather gener- 
ally recognized as without equivalent. 

And, few would gainsay the statement that our official 
journal has established something of a new standard in 
medical journalism. A man may be judged by the clothes 
he wears, but an organization is sometimes judged by its 
publication. I think most persons would agree that GP 
has earned for the Academy a position of prestige in the 
world of organized medicine and that its excellence has 
served as a reflection of the dignity and merit of the 
Academy’s entire program. 


Increasing the Prestige Value 


Meanwhile, some of the major problems which four 
years ago obstructed progress in the general practice of 
medicine and surgery have been largely solved. I do not 
mean to say that no problems remain; but, thanks to the 
energetic and well-directed activities of our standing 
committees and commissions, substantial progress has 
been achieved in our efforts to obtain for general prac- 
tice a proper position in the matrix of American 
medicine. 

Evidences of hospital discrimination against the non- 
specialist are fewer. Needed facilities for postgraduate 
training have been greatly expanded. On all sides one 
can see renewed interest in and increased respect for the 
general practitioner as the key figure in our system of 
medical practice. 

There remains one all-important desideratum, how- 
ever, to which I think we should now direct our earnest 
thought and our principal efforts. I suspect that every 
one of you can think of a well-qualified and highly re- 
garded doctor who should be a member of the American 
Academy of General Practice but who, for some reason, 
has so far not accepted the invitation to join. There are 
such men in every community, men who would benefit 
from membership and whose affiliation would enhance 
the strength and prestige of the organization. 

Why aren’t they members? 

It isn’t because they don’t know about the Academy 
—everyone knows about it. It isn’t because they lack 
belief in the basic concepts of its aims and ideals—no 
one could conscientiously deny these. It isn’t because 
the dues are prohibitive—the privilege of belonging to 
this great national organization costs less than most 
men pay to their county society. 

Some have said that these men decline to apply for 
membership because they can’t see any benefit they 
would derive from it. But this, to me, is an unconvincing 
explanation. The average American doctor will lend his 
support to any medical organization if he thinks it has a 
well-conceived program that will benefit his profession, 
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THE FIRST LIPOTROPIC PRODUCT TO CONTAIN 
BETAINE PLUS THE SYNERGISTIC FACTORS 


CHOLINE, LIVER AND B12 


INDICATIONS 
Arteriosclerosis, Atherosclerosis, Cirrhosis of the Liver or 
Impaired Liver Function, Myocardial Infarction or Coro- 
nary Thrombosis, Chronic Alcoholism, High Blood Chol- 
esterol, Disturbed Fat Metabolism, Coronary Sclerosis 


ADVANTAGES 

More effective Lipotropic Therapy * Maximum potency 

with minimum bulk * Excellent tolerance * Non-toxic 
» Pleasant tasting liquid * Economical 


CAPSULES Contents LIQUID 
Each capsu! Each 
contains: {15 ec.) contains: 
333 mg. Betaine* 3 Gm. (3,000 mg.) 
35 mg. Choline* 210 mg. 
s Liver Fraction 1 N.F. 210 mg. 
35 mg. Desiccated Liver N. F. oi 
Vitamin B12 12 meg. 


Dosage 1 tablespoonful 
1 to 3 times daily 
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5 IMPORTANT FACTORS IN ONE SMALL CAPSULE 


5 mg. Dextro-Amphetamine Sulphate to inhibit appetite 
Yq gr. Phenobarbital to offset nervous stimulation 
200 mg. Methylcellulose to provide needed bulk 

10 Vitamins 


to provide protective amounts 
8 Minerals of important nutrients 


Capsule disintegrates quickly allowing immediate action 


Low in Cost to Patients 
Approximately 4¢ per capsule 


Available at All Pharmacies 
Bottles of 100 capsules 


EACH STUART AMVICEL CAPSULE CONTAINS: Dextro-Amphetamine Sulphate, 
5 mg.; Phenobarbital, Ya gr.; Methylcellulose, 200 mg.; A, 1700 USP units; D, 170 
USP units; C, 25 mg.; BI, 1 mg.; B2, 1 mg.; Niacin Amide, 10 mg.; B6, 0.15 mg.; 
BI2, 1 meg.; Folic Acid, 0.15 mg.; Calcium Pontothenate, 1.5 mg.; Calcium, 40 mg.; 
Phosphorus, 30 mg.; Iron, 3 mg.; Copper, 0.25 mg.; lodine, 0.05 mg.;. Cobalt, 
0.167 mg.; Manganese, 0.33 mg.; Zinc, 0.1 mg. 
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regardless of whether it offers immediate or direct 
profit to him. 

In searching for the answer to this question, I think 
you will come face-to-face with a candid fact. The typi- 
cal private practicing physician joins voluntary medical 
organizations not for the tangible benefits he may 
derive therefrom, but for the added professional pres- 
tige and self-esteem it will give him and the opportunity 
to serve his profession. 

If this be true, then it seems to me we should capitalize 
on that point. Our primary aim for the immediate future 
should be to increase the prestige value of Academy 
membership, remembering, of course, the injunction of 
the Prince of Aragon: “Let none presume to wear an 
undeserved dignity.” 

We must likewise realize that the kind of prestige for 
which we strive cannot be won quickly. Time and re- 
spectability go hand in hand; a youth acquires dignity 
only with age. 

Therefore, we should be guided, I believe, by the 
admonition of Sir Francis Bacon in his essay “On Inno- 
vations.” He wrote: “As births of living creatures at 
first are ill shapen, so are all innovations, which are the 
births of time. It were good therefore that men in their 
innovations would follow the example of Time itself; 
which indeed innovateth greatly, but quietly, and by de- 
grees scarce to be perceived.” 

Furthermore, when offering to a physician the privi- 


WHAT'S IN A NAME? 


We've finally tracked down the medico with the perfect name. Dr. Doctor, of course. It’s the truth; 


lege of affiliating with this important body of organized 
medicine, it seems to me we should emphasize not what 
he will get out of it, but rather the contribution he can 
make to the advancement of his profession and the 
public welfare. 

Here again I commend you to the wisdom of Francis 
Bacon, who wrote four hundred years ago: “I hold every 
man a debtor to his profession; from the which as men 
of course do seek to receive countenance and profit, so 
ought they of duty to endeavour themselves by way of 
amends to be a help and ornament thereunto.” 

In concluding, I am constrained to remind the mem- 
bers of this Academy, as I have before, that they owe a 
huge debt to the members of the respective committees 
and commissions and to the officers and directors who 
have been charged with the responsibility of guiding its 
destinies. My work is carried on under policies laid 
down by these gentlemen and under their supervision. 
No one is in a position to realize quite so well as I the 
unselfish effort these gentlemen have expended in a sin- 
cere devotion for the welfare of their fellow general 
practitioners, and indeed, the entire profession. They 
have contributed generously of their time and effort, 
sometimes at considerable financial sacrifice. Their re- 
ward is the support and gratitude of the membership. 

My appreciation for the confidence and the warm en- 
couragement these friends have accorded me is humble 
and sincere. 


he’s Daniel Wallace Doctor, M.D., and he got the degree this June at New York Medical College, 
Flower-Fifth Avenue Hospital. We don’t know whether or not that name influenced choice of pro- 
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fession, but if there’s anything in a name, Dr. Doctor ought to have a successful career! 
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cola-flavored syrup 


¢ Patients like Sustinex—in fact they won’t believe it’s 
a medicine— 


¢ High potency B Complex in a form that makes the lips 
smack—yet one teaspoonful is the average daily dose. 


¢ You wouldn’t think that B Complex could be made so tasty 
—but there it is—in Sustinex. 


¢ Can be added to carbonated drinks—or taken straight— 
either way it’s delightful— 
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when a simple, effective method 
of contraception is indicated 


VAGINAL 


used with a 
measured-dose applicator 


WITHOUT A DIAPHRAGM 
@ effective 
@ well tolerated 
@ esthetically acceptable — 


A Gel NOT a Jelly —PRECEPTIN vaginal gel 
is not a jelly. It is a scientifically planned con- 
traceptive Gel achieved by blending recently 
developed, synthetic Gel-forming agents. 


PRECEPTIN vaginal gel contains the active spermi- 
cidal agents p-Diisobutylphenoxypolyethoxyethanol 
and ricinoleic acid in a synthetic base buffered at 


pH 4.5. 


Ortho Pharmaceutical Corporation 


Raritan, New Jersey 


EDUCATION COMMISSION 
STRESSES NEED OF IMPROVED 
TRAINING 


PossiBILITY OF appointment of a joint committee on 
undergraduate education for general practitioners 
between the American Academy of General Practice 
and the Association of American Medical Colleges 
is one result of the June 8 meeting at Chicago of the 
Commission on Education of the A.A.G.P. Dr. Mer- 
rill Shaw of Seattle, Wash., Commission chairman, 
has asked Dr. Jesse D. Rising and Dr. Dean Smiley 
to serve as liaison officers between the two sponsor- 
ing groups in setting up committee membership. 
Dr. Rising heads the Committee on Undergraduate 
Education for General Practitioners set up by the 
A.A.G.P. Commission on Education. Dr. Smiley is 
secretary of the A.M.A.’s Association of American 
Medical Colleges. 

The Commission reviewed conclusions and rec- 
ommendations in Dr. Rising’s report on Under- 
graduate Education for General Practice at the 
June 8 sessions and adopted the revised report as 
printed in the July issue of GP. The report stresses 
the need for Departments of General Practice in 
approved medical schools, as administrative units 
to co-ordinate programs designed to stimulate in- 
terest on the part of medical students in general 
practice, to prepare students to carry on successful 
general practice and to interest and prepare general 
practitioners in participating in a teaching program. 
The report recommends that the chairman of such 
a Department of General Practice have professorial 
rank and sit on curricular committees, but it is not 
proposed that new courses be added. 

In commenting on Dr. Rising’s report, Dr. 
Smiley, who attended the meeting, mentioned that 
the 80 approved medical schools in this country, 
and the nine in Canada, which are affiliated with 
the Association of American Medical Colleges, are 
concerned with developing student interest in gen- 
eral practice, though their methods are not iden- 
tical. Some have set up preceptorship programs, 
others use lectures by visiting general practitioners, 
still others have general practice clinics o~ home 
medical programs. None of these techniques, he 


added, is flawless. 
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Dr. Shaw requested commission members to rec- 
ommend to state chapter officers that members 
assist in making preceptorship programs effective 
and in aiding teaching programs within schools. 


ks Commission Endorses Tennessee Program 


A second report by Dr. Rising on a recent visit 
to the University of Tennessee’s pilot program on 
general practice was adopted, with the Commission 
endorsing the Tennessee plan and sending a letter 
of commendation to University officials for their 
vision in inaugurating the program. 

Dr. Smiley pointed out the tendency of scholar- 
ship and student loan programs to force young 
graduates to practice in rural areas, a tendency 
which he deplores. The school, he feels, should en- 
courage communities to make other efforts to ob- 
tain and retain a doctor, rather than to assign a 
graduate to a rural practice merely because he has 
had scholarship assistance. 

Co-ordination of general practice procedures into 
already existing programs was urged, with special 
emphasis on incorporation into the fields of pre- 
ventive medicine and public health, psychiatry, and 
rehabilitation and physical medicine. 

Dr. William L. Presley, A.M.A. Council on 
Medical Education and Hospitals, said that his 
group strongly supports the Academy’s program. 


Industrial Medicine Progress Report Read 


An account of the work of the Commission’s 
Committee on Industrial Medicine was presented 
in a report by the chairman, Dr. C. F. Shook. It 
was a progress report of the program established a 
year ago by the Joint Committee on Industrial 
Health of the Academy and the A.M.A., and is re- 
viewed in some detail elsewhere in this issue. In 
setting up the committee, the Commission recog- 
nized education in industrial medicine to be an 
important phase of training for general practice, 
and encouraged state chapter committees on educa- 
tion to include courses in industrial medicine in 
their medical study programs. The committee rec- 
ognizes further that industrial medicine affords the 
profession in general a direct opportunity to expe- 
rience and study conditions currently influencing 
unprecedented social and economic trends. Further- 
more, if properly practiced, industrial medicine 
need not be a specialty, but rather can represent a 


when the diaphragm method 
is indicated—used with the most widely 
prescribed spermicidal 
vaginal jelly or cream 


Ortho-Gynol® vaginal jelly (regular size) 
Ortho Creme® vaginal cream (trial size) 


Ortho® Diaphragm (coil spring) 55 mm. 


Ortho® Diaphragm Introducer \95 mm. 


73 


Ortho-Gynol vaginal jelly (regular size) 
Ortho Creme vaginal cream (trial size) 


Ortho White Diaphragm (flat spring) 
55 mm. to 95 mm. 


Ortho-Gynol vaginal jelly — ricinoleic acid 0.75%, 
boric acid 3.0%, oxyquinoline sulphate 0.025%, 
p-Diisobutylphenoxypolyethoxyethanol 1.00%. 


Ortho Creme vaginal cream — ricinoleic acid 0.75%, 
boric acid 2.0%, sodium lauryl sulphate 0.28% 


Ortho Pharmaceutical Corporation 


Raritan, New Jersey 
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New aureomycin mini- 
mal dosage for adults 
—four 250 mg. cap- 
sules daily, with milk. 


= 
T —_\ Faber du Faur Library, 
i Harvard University 


From among all antibiotics, Urologists often choose 


AUREOMYCIN 


Hydrochloride Crystalline 
because Aureomycin concentration is much higher in the urine than 
in the blood, so that very satisfactory therapeutic urinary 

levels may be reached with moderate oral dosage. 


Aureomycin appears in high concentration in the urine, and 
can be detected for as long as 55 hours after a single oral dose 
of 0.5 to 0.7 Gm. 


Aureomycin serum levels are maintained for as long as 12 
hours after oral administration, oral doses of 5 to 10 mg. per 
kilo at 6-hour intervals being adequate for this purpose. 
Aureomycin has its activity greatly increased in an acid medi- 
um, rendering it highly useful in the normally acid urine. 
Aureomycin has been reported to be useful in infections com- 
monly seen by urologists, including: 

Genitourinary infections caused by E. coli, A. aerogenes, S. 
faecalis, paracolon baciilus, staphylococcus, streptococcus, 
and enterococcus ¢ Chronic or Resistant Urinary Infection* 
Gonorrhea Nonspecific Urethritis* 


Throughout the world, as in the United States, aureomycin is recognized 
as a broad-spectrum antibiotic of established effectiveness. 
Capsules: 50 mg.—Bottles of 25 and 100; 250 mg.—Bottles of 16 and 100. Ophthalmic: 
Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


*When caused by aureomycin-susceptible organisms. 
LEDERLE LABORATORIES DIVISION amenscav Ganamid comany 30 Rockefeller Plaza, New York 20, N.Y. 
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return to the concept of the family physician, con- 
cerned with the patient as a whole. 

One of the recommendations of the Joint Com- 
mittee is that a general practitioner be named to 
the A.M.A. Council on Industrial Health. 


Appointed to Joint Industrial Health Committee 


Dr. Shook, Medical Director of Owens-Illinois 
Glass Company, Toledo, and Dr. Gradie Rowntree, 
Medical Director of the C. T. Deering Printing 
Co., Louisville, Ky., were named by Dr. Shaw to 
membership from the Academy on the Joint Com- 
mittee on Industrial Health, composed of two Acad- 
emy members and two representatives of A.M.A.’s 
Council on Industrial Health. The Joint Committee 
sponsors the postgraduate program outlined in Dr. 
Shook’s report. 

J. F. McCahan of the Council on Industrial 
Health pointed up the importance of this postgra- 
duate program, stating that small plants, employing 
500 or fewer, comprise 90 per cent of all industrial 
workers, and practically all their medical care is 
handled by general practitioners. 

Dr. Lester D. Bibler, vice-president of the 
A.A.G.P., presented a suggestion for stimulating 
interest in general practice residencies. He de- 
scribed such a two-year residency at Methodist 
Hospital, Indianapolis, and said that the Academy 
might indicate its approval of such a plan, pos- 
sibly by issuing a certificate to the doctor upon 
completion of the residency. This recommendation 
was referred to a committee for further study. 

In general, however, the Academy’s policy and 
recommendations on internships and residency 
training, as set up by the Commission in Novem- 
ber, 1951, are to remain unchanged. 


Credit to be Given for Home Study Courses 


In the absence of Dr. L. G. Shroat, chairman of 
the Committee on Home Study Courses, a report 
was made by Dr. Shaw, who pointed out that four 
schools are interested in setting up such a pilot 
course—the School of Medicine of the University 
of Chicago; Jefferson Medical College of Philadel- 
phia; the College of Medical Evangelists, Los An- 
geles; and the Postgraduate Medical School of the 
New York University College of Medicine at Belle- 
vue Medical Center, New York City. The Com- 
mission agreed that upon completion of an ap- 
proved Home Study course, formal credit would 
be given. 

Dr. Shroat’s complete report on Home Study 
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Aunts in the Printers’ Plants 


SIMPLY GALLONS 
One of Mr. McCarthy’s representatives said 
he was running a 104-degree temperature and 
that Dr. Dwyer had given him 15,000 cubic 
centimeters of penicillin to combat the illness. 
—Houston (Tex.) Post. 


FEVERISH 
HE passed a woman motorist who was driving 


with a thermometer in her moth.—Blackwell 
(Okla.) Journal. 


ALERT, THOUGH 
Two-story modern building in thriving town. 
Ideally suited for doctor with slight alteration. 
F. White, Luzerne, N.Y.—Adv. in the Medical 
Factotum. 
PLOT, GERM 

A Derrorrt physician examined a patient who 
complained of an itching novel and extracted 
a single oat seed that was starting to germinate. 
—Hogarth (Pa.) Eagle. 


BIRTHDAY 
Give the boys in Korea a chance. Hold your 
Government Defense Bonds until maternity.— 


Dreyden Center (Minn.) Graphic. 


AMPLIFICATION 
Dr. Stewart G. WoLr, associate professor of 
medicine, spoke at the annual meeting of the 
Washington State Medical Association on 
**Practical Aspects of the Treatment of Head- 
ache.” Dr. Wolf had a second child, Angelina, 
born September 29.—Cornell University Medi- 
cal College Alumni Quarterly. 
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only from his history 
could you tell... 
he is subject to asthma 


Because they provide sustained relief of 
bronchospasm plus alleviation of the patient’s natural anxiety . 
and apprehension, AMInET® Suppositories are ideally 
adapted to the prophylaxis of recurrent asthma. 


Even when the patient is epinephrine- or 

ephedrine-resistant the administration of an AMiNET Suppository 
frequently brings relief within 20 minutes and keeps 

the patient symptom-free as long as 24 hours. 


Suitable for patients of all ages, AmineT Suppositories 
completely eliminate the pain and danger of parenteral 
administration of aminophylline. Through the use of 

a specially-developed. nonreactive base melting at body 
temperature, AMINET Suppositories retain their full potency 
indefinitely under almost all conditions of storage. 


AMINET 


suppositories 

are indicated in 

Bronchial Asthma « Cardiac Asthma 
Congestive Heart Failure* (as a diuretic) 
Cheyne-Stokes Respiration 

Full strength (peach color) : Each 
suppository contains aminophylline 0.5 Gm.; 
sodium pentobarbital 0.1 Gm.; 

benzocaine 0.06 Gm. 

Half strength (neutral color) : Each 
suppository contains aminophylline 0.25 Gm.; 
sodium pentobarbital 0.05 Gm.; 
benzocaine 0.03 Gm. 


* Vogel, A., and Esserman, P.: 
J.A.M.A. 147 :625 (Oct. 13) 1951. 


Bischoff) 


ERNST BISCHOFF COMPANY, INC. 
IVORYTON, CONN. 
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Courses was published in the July issue of GP. 

The Commission also agreed to continue nego- 
tiations with medical schools interested in conduct- 
ing pilot courses in home study, and to promise 
that these schools would receive publicity through 
the columns of GP, plus Academy backing short of 
budgeting changes. 

Present at the meeting were all members of the 
Commission on Education, including, in addition 


to the doctors already mentioned, Dr. Harold 
Brown, Dr. William Shaw, Dr. Fount Richardson. 
Dr. E. S. McLarty, Dr. Francis T. Hodges, Dr. 
Louis H. Weiner, Dr. E. L. Bernhart, Dr. M. B. 
Casebolt, Dr. Richard A. Mills. Also in attendance 
were Charles E. Nyberg of the A.A.G.P. head- 
quarters office; Dr. W. B. Hildebrand, chairman 
of the Board; Dr. U. R. Bryner, president-elect; 
Mac F. Cahal, executive secretary. 


JOINT COMMITTEE ON INDUSTRIAL MEDICINE SPURS 


PLANS FOR INDUSTRIAL HEALTH EDUCATION PROGRAM 


ProGREss on an educational program geared to 
benefit both the medical profession and industry was 
outlined at the June 8 meeting in Chicago of the 
A.A.G.P. Commission on Education by Dr. C. F. 
Shook, chairman of a special committee studying 
education of the general practitioner in industrial 
medicine. The program, as it develops, will be 
carried forward by the Joint Committee on Industrial 
Medicine set up by the A.M.A. Council on Industrial 
Health and in whose program the A.A.G.P. has been 
invited to participate. 

The Joint Committee is made up of two repre- 
sentatives of A.M.A.’s Council on Industrial Health, 
Dr. C. D. Selby and Dr. Rutherford T. Johnstone, 
plus two members appointed by the A.A.G.P.’s 
Commission on Education, Dr. Shook and Dr. 
Gradie Rowntree. Dr. J. F. McCahan, Assistant 
Secretary of the Council on Industrial Health, has 
worked closely with the committee in the develop- 
ment of its program. 

Work of Dr. Shook’s special committee has been 
based on policy set up by the Joint Committee, fol- 
lowing out recognition by the Academy’s Commis- 
sion on Education of training in industrial medicine 
as important for general practice. 

The Commission went on record as encouraging 
state chapter committees on education to include 
courses in industrial medicine in their medical 
study programs for members. The committee also 
made use of a detailed curriculum developed by the 
A.M.A. Council on Industrial Health to be used 
on either national or local level, in the postgraduate 
education activities of the Academy, state medical 
societies, and component groups. 

Dr. Shook reported that under the Joint Com- 
mittee a speakers’ bureau has been set up in co- 
operation with the Industrial Medical Association, 
Bureau members include doctors versed in all 
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phases of industrial medicine who are available for 
talks before medical groups. Another speakers’ list 
has been set up by the Committee, assisted by the 
American Academy of Occupational Medicine, an- 
other co-operating organization. Also working with 
the Committee are the Industrial Hygiene Founda- 
tion, the Industrial Section of the U.S. Public Health 
Service, and state health groups which put out 
monthly periodicals on industrial health. 

Recommendation that all state societies be in- 
formed of the importance of education for industrial 
medicine, and that a few states be used as pilot 
models in developing the program was also included 
in Dr. Shook’s report, which suggested further that 
a selected number of industrial concerns be asked 
to co-operate in the program by inviting the local 
chapter of the American Academy of General Prac- 
tice to hold a regular meeting in their plant facil- 
ities. Such a technique, it is felt, will serve to bring 
doctors close to the source of many of their indus- 
trial problems, and will also educate management 
in the desire of local physicians to learn about and 
co-operate in matters affecting industrial health. 

The whole education program is much broader 
in concept than an attempt to meet the national 
defense emergency, vital though that is. That emer- 
gency, it is hoped, is only temporary, while this 
program takes into consideration that problems of 
health and safety in industry are always present 
and affect the national economy. 

The committee urged that industrial medicine be 
given an important place on the agenda for the 
A.A.G.P. annual meeting in St. Louis in 1953. Mean- 
time, local groups wishing to contact speakers on 
industrial topics may write to A.M.A.’s Council on 
Industrial Health at the Chicago headquarters, or 
to Dr. C. F. Shook, Medical Director, Owens- 
Illinois Glass Co., Toledo, Ohio. 
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Sugar. 


In nutrition as familiarity may 


Have we forgotten that sugar is the most 
versatile of foods? Sweet, easy to take 
and absorb, it furnishes quick energy. 
A certain glucose concentration in the 
blood maintains consciousness, while 
the brain utilizes only sugar for energy. 
It is a preferential source of muscle- 
power, and it cushions against the dam- 
aging effects of excess fat utilization. 

Above all, sugar spares protein! Un- 
less adequate amounts of carbohydrate 
are continually ingested, the needs of 
the body for sugar will be met by the too 
great conversion of other foods (such 
as protein) into carbohydrate.” An 
increased breakdown of body protein 
will also occur as judged by an increased 
excretion of nitrogen in the urine. Eco- 
nomically this is of particular impor- 
tance today because of the low cost of 
sugar-foods as opposed to the high cost 
of protein-foods. 


Available sugar is a Protein-Sparer 
since it relieves both dietary and tissue 
protein of the necessity of furnishing 
energy. Sugar exerts a specific sparing 


action quite apart from the fact that it 
furnishes energy. Fat of double the ca- 
loric value does not equal the protein 
sparing action of sugar. 

When sustained exercise is preceded 
or accompanied by a large intake of 
carbohydrate, the body works more ef- 
ficiently, as evidenced by the calories 
expended per unit of oxygen intake! 

Bottled soft drinks have only a nom- 
inal sugar content (av. 10 per cent). 
Their 100 calories are an acceptable 
supplement to the basic dietary recom- 
mendations of the Food and Nutrition 
Board of the National Research Council. 
Their taste appeal encourages adequate 
liquid intake. And they provide that 
enjoyable refreshment and energy for a 
quick pick-up, which is their primary 
purpose. 


(1) Soskin, S., and Levine, R.: Carbohydrate Metabolism; 
Correlation of Physiological, Biochemical, and Clinical 
Aspects. Page 10, 1946, U. of Chicago Press. 


(2) Best, C. H., and Taylor, N. B.: The Physiological 
Basis of Medical Practice. 4th Ed. Pp. 553-554, 1945, 
Williams & Wilkins Co. 
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WASHINGTON 6, D. C. 
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NEWS FROM THE STATE CHAPTERS 


Tue Nebraska chapter of the A.A.G.P. announces 
new officers who were elected recently at its annual 
business meeting in Lincoln. 

Dr. Frank J. Mnuk of Omaha was named pres- 
ident-elect for the Cornhusker state chapter. Dur- 
ing the meeting Dr. John A. Brown of Lincoln was 
installed as president by retiring president, Dr. 
Harvey D. Runty of DeWitt. (see cut.) 

New vice-president is Dr. John P. Gilligan of 
Nebraska City, and Drs. D. D. Steinburg of Aurora, 
William Hungerford of Omaha, and Kenneth Rose 
of Lincoln are directors. Omaha’s Dr. Glen D. 
Whitcomb is a delegate to the A.A.G.P. Scientific 
Assembly. 

A one-day clinical session was held in late spring 
at Omaha by the Nebraska chapter. Medical stu- 
dents from Creighton University and the University 
of Nebraska were among nonmembers who attended. 
Dr. William Barry, Jr., an assistant in psychiatry at 
the Mayo Clinic; Dr. Donald Campbell, associate in 
medicine at the Mayo Clinic, and Drs. Adolph 
Sachs and Louis Moon of Omaha presented scien- 
tific lectures. 

Dr. Donald E. Nelson of Safford is the new pres- 
ident of the Arizona chapter and the president- 
elect is Dr. Donald G. Carlson of Phoenix. Dr. Fred 
C. Gregg of Tucson and Dr. Kenneth Herbst of 
Phoenix were elected vice-president and secretary- 
treasurer, respectively. Drs. Walter Brazie of King- 
man, Charles Kalil, and R. Bailey of Yuma are on 
the board of directors. 

The Academy’s president-elect Dr. U. R. Bryner 
of Salt Lake City was guest speaker at the annual 
meeting of the lowa chapter recently in Des 
Moines. Dr. Bryner’s speech was on socialized 
medicine in England. The meeting was held in con- 
junction with the Iowa State Medical Society. 

The Iowa chapter is planning postgraduate 
meetings on September 18, November 13, and 
January 22. 

The annual meeting of the Minnesota chapter 
was incorporated with the 99th annual meeting of 
the Minnesota State Medical Association in Minne- 
apolis May 26-28. 

Dr. Edward H. Rynearson of the Mayo Clinic 
talked on obesity during the scientific session. The 
Academy’s president Dr. R. B. Robins of Camden, 
Ark., was guest speaker at the dinner. 
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Plaque of Appreciation. Dr. John A. Brown (left) of Lincoln, 
new president of the Nebraska chapter, presents Dr. Harvey D. 
Runty of DeWitt a plaque honoring him for his work as presi- 
dent of the chapter the past year. 


Dr. Max Cheplove, general chairman of the 1952 
scientific meeting of the New York chapter, an- 
nounces that all of the exhibitors’ space has already 
been filled. The meeting will be held October 19-22 
in Buffalo. 

The education committee of the St. Louis 
(Missouri) chapter announces that postgraduate 
courses will be held again this year during Septem- 
ber and October. There will be 10 regular meetings 
with two extra sessions to accommodate those 
physicians who were unable to attend any one of 
the 10. They will be held at St. Louis Medical 
Society Auditorium and at St. Louis County 
Hospital. 

Dr. W. D. Stroud, professor of cardiology at the 
University of Pennsylvania and past president of the 
American Heart Association, spoke on coronary 
disease at a meeting sponsored by the St. Louis 
Heart Association for the St. Louis chapter. 

A postgraduate course in pediatrics for general 
practitioners, sponsored by the Delaware chapter, 
will begin September 18 at Wilmington General 
Hospital, Wilmington, Del. There will be 11 Thurs- 
day sessions, each from 1 to 4 p.m. The course is 
accredited by the A.A.G.P. for 33 hours of formal 
postgraduate training credit. The class enrollment 
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No need to fight both 
allergy and drowsiness... 


The allergic patient is miserable enough 
without having to risk the discomfort— 

and hazards—of drowsiness. When patients 
take Thephorin, a different antihistamine, they 
usually obtain gratifying relief and remain 
wide awake. Clinical studies show that 


four out of five hay fever sufferers obtain 
relief with Thephorin; yet drowsiness occurs in 
less than 3 percent of patients. Thephorin 

is particularly valuable to motorists, 

machine operators and other patients who must 
be alert. Available in 25-mg tablets and 

as an anise-flavored syrup, containing 


10 mg per teaspoonful. 


HOFFMANN-LA ROCHE INC ¢ NUTLEY 10 « N. J. 


Thephorin® 


(brand of phenindamine—2-methyl-9-phenyl-2,3, 
4,9-tetrahydro-l-pyridindene hydrogen tartrate) 
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will be limited ; registration closes August 20. There 
is a $60 tuition fee. Apply to Dr. J. Jesse Selinkoff, 
Education Chairman, 1305 New Road, Wilmington 
5, Del. 

The California chapter announces the names of 
physicians chosen to serve on the nominating com- 
mittee, that will recommend candidates for the offi- 
cers’ slate, at the annual convention November 9-12 
in Los Angeles. 

Members of the committee are Drs. Dave F. 
Dozier, Sacramento, chairman; Elliott Colby, San 
Diego; Fred Lord, Riverside; Edward Halley, 
Fresno; Frederic Ewens, Manhattan Beach; Stanley 
Parkinson, Marysville; James Baker, Stockton; 
Richard Sheretz, Sunnyvale; and Ivan Heron, San 
Francisco. 

Treatment of rheumatoid arthritis was the topic 
of speeches made by Drs. Joshua Burnett and 
Thomas P. Anderson, both of Dartmouth Medical 
School, at the May 28 postgraduate educational 
program presented by the New Hampshire chapter. 

The Kansas Medical Society has invited the 
Kansas chapter of the A.A.G.P. to hold its third 
annual scientific meeting next year at the same time 
as the Society’s annual session. 

The Kansas chapter reports that 200 members 
and guests attended the second annual scientific 
meeting this year which was held in conjunction 
with the State Society’s meeting. 

New officers (see cut) are Dr. George Burket of 
Kingman, president-elect; Dr. Albert C. Harms of 
Kansas City, Kas., president; Dr. Lawrence Leigh 
of Overland Park, vice-president; and Dr. Gerhart 
Tonn of Wichita, treasurer. 

Arkansas chapter president Dr. H. E. Murry has 
appointed members of the program committee for 
the chapter’s fourth Fall Clinical Assembly which 
will be held in October. The appointees are Dr. W. 
A. Snodgrass of Little Rock, chairman; and Drs. 
Joe F. Rushton of Magnolia, Ed. V. Dildy of Nash- 
ville, J. M. Roy of Forrest City, C. C. Long of 
Ozark, Lamar McMillan of Little Rock, R. C. Dick- 
inson of Horatio, and Fount Richardson of Fayette- 
ville. 

The results of the Dr. Urban Schluetter Mem- 
orial Essay Contest, which the Wisconsin chapter 
sponsors in honor of Milwaukee’s first chapter pres- 
ident who died while in office, are announced by 
Wisconsin chapter president Dr. Erwin C. Cary. 
The prize of $100 was won this year by Carl J. Doria 
of Milwaukee, who will take his internship at San 


Joaquin General Hospital. The award each year. 


will be made to the senior medical student of Mar- 
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quette or Wisconsin universities who writes the 
best essay of 1,000 words or less on ‘Why I Want 
to Be a General Practitioner.” 

The Massachusetts chapter is one of the con- 
tributing groups for the survey of postgraduate 
medical education which is being carried on in the 
state. The purpose of the survey is to help avoid the 
duplication of effort in the planning, scheduling, 


Sextet from Kansas. Kansas chapter officers are shown at its 
recent annual meeting in Kansas City, Kansas. Seated (left to 
right) are Dr. George Thorpe, retiring president; Dr. Albert 
C. Harms, president; and Dr. George Burket, president-elect. 
Standing (left to right) are Dr. H. B. Sullivan of the Board 
of Directors; Dr. Lawrence Leigh, vice-president; and Dr. 
Gerhart Tonn, secretary-treasurer. 


and publicizing of postgraduate medical oppor- 
tunities in Massachusetts. 

Once the study is completed, the Committee on 
Postgraduate Education of the Massachusetts Med- 
ical Society hopes to become the clearing house 
where information pertaining to courses, confer- 
ences, clinics, panels, and special assemblies will be 
immediately available. 

Two more performances of the “Road Shows” 
sponsored by the Indiana chapter were held during 
June. The June 19 session was held as the scientific 
program of the Second District meeting. The next 
show will be held in October at Gary. The program, 
under the direction of Dr. Michael Shellhouse, will 
be planned for physicians from seven counties. 
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meme PLASMA LEVEL SALICYLATE ALONE 


masse PLASMA LEVEL, SAME DOSAGE 
PLUS PABA GIVEN 3RD TO 8TH DAY 


PA BIRIN” 


BLOOD SALICYLATE LEVELS -mg.% 


= 


ON HALF THE CUSTOMARY DOSAGE 


The intense salicylate saturation required in acute rheumatic 
fever and arthritic joint affections is readily achieved with 
Pabirin on half the customary salicylate dosage. Combining in 
each capsule acetylsalicylic acid, 3% gr., para-aminobenzoic 
acid, 3% gr., and ascorbic acid, 10 mg., Pabirin accomplishes 
this desirable effect through reduced urinary output of salicylate 
brought about by the action of PABA. Gastric distress is rarely 
encountered, not only because of the lower salicylate dosage 
thus made possible, but also because of the better tolerability 
of acetylsalicylic acid. 

SODIUM FREE 

Pabirin contains no sodium compounds, hence is especially 
suited for use with patients on sodium-free diets and for con- 
current administration with ACTH or cortisone. Pabirin is 
valuable not only in rheumatic fever but also in rheumatoid 
arthritis, osteoarthritis, gout and fibrositis. Available through 
your local pharmacy. 


SMITH-DORSEY e Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


PREPARATION 
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the newest hypnotic i 
in fluid form for children 


and adults | ; 
gentle, safe sleep and sedation 


DORMISON 


New Dormison Liquid, containing 250 mg. per teaspoonful, has the wide margin 


of safety desirable in a sedative-hypnotic for all age groups. Remarkably free from ee ¥ 
depressive after-effects, patients usually awaken refreshed and ‘ 
alert. Respiration is not depressed nor is blood pressure or pulse rate affected. 
Dormison* Liquid (methylparafynol-Schering) permits flexibility of dosage — 
one-half to one teaspoonful for infants and children to two teaspoonfuls for adults. 


Its flavor is acceptable to all age groups. 
°T.M. 


< wa CORPORATION, BLOOMFIELD, N.J. 


In Canada: SCHERING CORPORATION, LTD., MONTREAL 
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presenting 


brand of phenylbutazone 


synthetic 
non-hormonal 


totally NeW... 
\ 


orally effective 


O 1€ O 


After almost four years of intensive pharmacologic and clinical research, 
BUTAZOLIDIN, a totally new nonsteroidal agent for the relief of arthritis and 
allied disorders, is now available on prescription. 


The distinctive features of BUTAZOLIDIN include: 


¢ Broad Therapeutic Spectrum that includes virtually all forms of 
arthritic disorder. 


Potent Therapeutic Effect evident in relief of pain, accompanied 
frequently by decrease of spasm and swelling and increased mobility. 


¢@ Prompt Action manifested generally by clinical improvement in 24-48 hours. 
e High Tolerance affording a relatively low incidence of serious side reactions. 


e Effectiveness by Mouth in dosage of 600-800 mg. daily. 


BuTAZOLIDIN is well within the means of the average patient. 


indicated in all artbritic and allied disorders 


Gouty Arthritis Osteoarthritis 

Rheumatoid Arthritis Psoriatic Arthritis 
Spondylitis 

For relief of pain associated with: 

Fibrositis Myositis 

Muscular Rheumatism Neuralgia 

Bursitis Herniated Intervertebral Disc 

Osteoporosis of the Spine Sciatica 


Scapulo-humeral Periarthritis 


In order to obtain optimal results and to avoid untoward reaction it is highly 
desirable for the physician to become thoroughly acquainted with the charac- 
teristics of BuTazo.ipin before prescribing it. Physicians are urged to read 
the package circular carefully or to write for the ButTazoLipIN brochure, 
which will gladly be sent on request. 


Availability: Butazouiwin (brand of phenylbutazone*) issued as sugar-coated 
tablets of 200 mg. and 100 mg. 


GEIGY PHARMACEUTICALS : Division of Geigy Company, Inc. 


220 Church St., New York 13, N. Y. 
*U. S. Pat. No. 2,562,830 


e e 


unsurpassed 


as an antithistaminic agent 


271746 


And the same is true in the many 
other allergic manifestations in which 
antihistamines are prescribed: 

allergic rhinitis, serum sickness, 
angioneurotic edema, drug reactions, 

and itching skin conditions such as atopic 
and contact dermatitis and urticaria. 
Recognized for its excellent therapeutic 
effectiveness and wide range of 
usefulness, Pyribenzamine is prescribed 
today as it was when it first became 
known for maximum relief with 
minimal side effects. 

Ciba Pharmaceutical Products, Inc., 
Summit, N. J. 


PYRIBENZAMINE (BRAND OF TRIPELENNAMINE) 
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A powdered all-milk formula closely 


approximating breast milk 


Lactogen is a natural all-milk formula consisting of whole cow’s 
milk modified with milk fat and milk sugar and fortified with 
iron. It contains no milk substitutes. 

Closely approximating the composition of breast milk in other 
factors, Lactogen, however, provides a one-third more liberal 
allowance of protein. 

Lactogen is prepared by simply stirring into warm, previously 
boiled water. It is made up with equal ease, either for a single 
feeding or for an entire day’s use. 


addition of milk Fat, Mill 
a wew YORE 


A convenient, economical, high 
quality liquid formula 


Dextrogen is a concentrated infant formula made from whole 
milk modified with dextrins, maltose, and dextrose. In ready- 
to-use liquid form, one needs only to— 


Dilute...Then feed 


In normal dilution, Dextrogen yields a formula containing 
proteins, fats, and a mixture of carbohydrates in quantities 
and proportions eminently suited for infant feeding. Its higher 
protein content provides a liberal allowance for every protein 
need of the infant. Its lower fat content makes for better 
All the mother need do is 


tolerability and for improved digestibility. pour the contents of can 
into a properly cleaned 
quart milk bottle, and fill 
with previously boiled 
water. Makes 32 ounces 
of formula, ready to feed. 


~ 


THE NESTLE COMPANY, INC. 


WHITE PLAINS, NEW YORK 


lactoceN 
AX 
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NEW Pfizer Steraject Syringe 


holds 2 cartridge sizes 


sterile, single-dose the most 
J x complete line 
antibiotic 
disposable 


disposable cartridges f cartridges 


Steraject Penicillin G 
Procaine Crystalline 

in Aqueous Suspension 
(300,000 units) 


Steraject Penicillin G 
Procaine Crystalline 

in Oil with 2% Aluminum 
Monostearate (300,000 units) 


Steraject Pencillin G - 
in Aqueous pte - | 2 cartridge sizes for only 1 syringe! 
(1,000,000 units) 


Steraject Combiotic* 
Aqueous Suspension 
(400,000 units Penicillin G 
Procaine Crystalline, 

0.5 Gm. Dihydrostreptomycin) 


two cartridge sizes permit full 
standard antibiotic dosage 


cartridges individually labeled 


Steraject Dihydrostreptomycin 


i i 
Suttate Cl ready for immediate use 


no reconstitution 


Steraject Streptomycin 


Sresaaect” for full details, ask your Pfizer 
Sulfate Solution (1 gram) if 


Projessional Service Representative 


Steraject Cartridges: 
each one supplied with 


sterile needle, foil-wrapped introduced by Pfizer world’s largest producer of antibiotics 


*TRADEMARK, CHAS. PFIZER & CO.. INC. ANTIBIOTIC DIVISION * CHAS. PFIZER & CO,, INC. * BROOKLYN 6, N.Y. 
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The Finished Product —vs— The Raw Material 


In Gallbladder Therapy 


For therapeutic superiority in gallbladder 
management, your prescription for Nubilic 
tablets is assurance of beneficial hydro- 
Each tablet contains: choleresis, since Nubilic contains 


PURE pure dehydrocholic acid... 
DEHYDROCHOLIC the ultimate product in bile processing. 
The therapeutic value of the other 
ACID oxidized bile acids is not clearly known, 
0.25 Gm. (334 gr.) but it is known that pure dehydrocholic 
acid is definitely hydrocholeretic, possessing 
. the ability to stimulate secretion of bile 


which is low in solids. There is no mixture 
of bile salts, bile acids or cholic acid 


: BELLADONNA in the Nubilic formula, only the finished 

ay & mg. (% gr.) product — pure dehydrocholic acid. Note 
that each tablet contains full dosage — 

e 334 gr. (0.25 gm.) of dehydrocholic acid. 


PHENOBARBITAL For comprehensive action, Nubilic contains 
8 mg. (% gr.) belladonna and phenobarbital... 


to reduce biliary spasm, relax the sphincter 
of Oddi and thereby encourage free flow 
of bile into the duodenum. 


Bottles of 25, 50 and 100 tablets. 


NUBILIC 


NUMOTIZINE, Inc. 


CHICAGO 10, ILLINOIS 
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“On clinical trial 
CHLORESIUM 
Solution and 
Ointment appear 
to be effective agents _ 
in facilitating growth __ 
of granulation 

tissue and 
epithelization.”* 


k 


A new study* of 103 patients with various dermatoses and cutaneous 
wounds emphasizes CHLORESIUM’s antipruritic effects in addition 
to its encouragement of normal tissue repair. “Another significant 
action observed most strikingly in the patients with pemphigus 

was its ability to deodorize foul-smelling lesions secondarily 

infected by anaerobic, proteolytic bacteria.” 


CHLORESIUM OINTMENT and SOLUTION (Plain) contain 
water-soluble derivatives of chlorophyll “a” as standardized in N.N.R. 
In the topical therapy of wounds, ulcers, burns and dermatoses, 

these derivatives, concentrated and highly purified, provide 
the optimum therapeutic benefits obtainable from chlorophyll. 


CHLORESIUM OINTMENT —1-ounce and 4-ounce tubes 
CHLORESIUM SOLUTION (Plain}-2-ounce and 8-ounce bottles 


*Combes, F. C.; Zuckerman, R., and Kern, A. B.: Chlorophyll 
in Topical Therapy, New York State J. Med. 52:1025, 1952. 


company inc » MOUNT VERNON, N. Y. 
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in penicillin reactions... 


NEW, “remarkably effective” treatment 


Decholin Sodium and Decholin 


(erano) 


| Gratifying results are reported"? with Decholin Sodium and Decholin 
in treating penicillin reactions of the most commonly encountered 
type—with symptoms simulating serum disease. The treatment “has 
not failed so far in any patient with serum-sickness type of penicillin 
sensitivity.”! Most of the patients in this study had been given a 
variety of other medications without success prior to the successful 
use of Decholin Sodium and Decholin. 


SYMPTOMS: Fever, itching, joint pains, urticaria, edema, hoarse or 
tight throat and other serum-sickness types of penicillin reactions 
respond promptly to this new therapy—relief is usually complete | 
within an average of four days. 


TREATMENT: Subject to adjustment by the physician, a routine 
schedule is to inject 5 cc. Decholin Sodium intravenously, once daily 
or every other day (depending on degree of sensitization), also one 
tablet of Decholin three times daily. 


Decholin Sodium (brand of sodium dehydrocholate) 20% aqueous | 
solution for intravenous injection; ampls of 3 cc., 5 cc. and 10 cc: 


Decholin (brand of dehydrocholic acid) Tablets 334 gr. (0.25 Gm.) in 
bottles of 100. 


Decholin Sodium and Decholin, trademarks reg. 


1, Pelner, L., and Waldman, S.: Postgrad. Med. 77:49 (Jan.) 1952. 
2. Pelner. L.. and Waldman, S.: Am. Pract. 3:293 (Apr.) 1952. 


Ames Company of Canada. Ltd., Toronto 


AMES 


COMPANY, INC. + ELKHART, INDIANA 
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| 10 increase the useful- = 
ness of aminophylline. 


Aminodrox, a tablet containing colloidal 
aluminum hydroxide with 114 or 38 gr. | 
of aminophylline provides a dependable 
method of oral administration of amino- 
phylline in doses large enough to pro- 
duce the same high blood levels obtain- 
able with parenteral administration. 


This is possible with Aminodrox because 
” gastric disturbance is avoided. 
effective 


oral _| Aminodrox now makes it possible to dis- 
aminophylline card the inconvenience and potential 
therapy hazards of non-emergency parenteral 

“Tr aminophylline. Besides its use as a diu- 
WITH retic, it is now feasible to use oral amin- 
ophylline therapy in the treatment of 
congestive heart failure, bronchial and 
cardiac asthma, status asthmaticus, and 
paroxysmal dyspnea. 


Several studies* attest to the large dose toler- 
ance of Aminodrox. A dose of 36 grains daily - 


—®e 
produced blood levels higher than would be cus- 
tomarily aimed at with parenteral administra- 
tion. In hospitalized patients on this excessively 
massive dosage, only 27% showed gastric dis- 
| | 


tress. Contrast this to the 42% intolerance to 
plain aminophylline with only 12 grains a day. 


. F * Cronheim, G., Justice, T. T., and King, J. S., 
literature available Jr., A New Approach to Increasing Tolerance 
of Oral Aminophylline—to be published. 

* Justice, T. T., Jr., Allen, G.,-and Cronheim, G., 


Studies with Two New Theophylline Prepara- 
BRISTOL, TENNESSEE  tions—to be published. 
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For the Hay Fever Patient 


whose antihistaminic does not last through the night 


who forgets and goes overlong before taking 3- to 4-hour doses 


who gets “‘caught”’ without his antihistaminic tablets 


Hores an Answer... 


: 

ie = 


longer allergy 
protection 


... 8 to 24 hours from 


a single dose 


prescribe 


RUTH RAY 


When a chemically different antihistaminic combines the convenience 
and economy of fewer doses with proven effectiveness and minimal 
side-effects, why not give it a full, fair trial this season? 

Your hay fever patients will really appreciate the 8 to 24 hours of 
relief they can receive from a single dose of Di-PARALENE Hydrochloride. 
Note the results in the accompanying table reprinted from the literature. 


benefit reported from use of Di-Paratene in 184 cases 


Allergic Number Cases in which Percent 
State of Cases Moderate to Relief 

Complete Relief 

Was Reported 
ee 43 41 95% 
41 37 90 
Allergic Rhinitis Nonseasonal 46 35 76 
Asthmatic Bronchitis ........ 19 13 68 
Miscellaneous Dermatoses ... 35 23 66 


Start your allergy patients with 50-mg. doses of Di-PARALENE three 
times daily. If the response is satisfactory, try reducing the dosage to 
twice daily, then once. The single daily dose should be administered 
about two hours before the time of day when peak symptoms occur. 

Di-PARALENE is supplied in 50-mg. and 25-mg. tablets, bottles of 
100 and 500. Ask our representative for literature, 


or write Abbott Laboratories, North Chicago, Illinois. Obbett 


Abbott's longer-acting antihistaminic 


Di-Paralene hydrochloride 


(Chlorcyclizine Hydrochloride, Abbott) 


nd & Vigorous improvement 


Effective potencies of all hemopoietic 
factors are supplied in Armatinic 
Capsulettes for comprehensive 
antianemia therapy. 


Vitamin PLUS Activator— 
The Intrinsic Factor 


The additive infivence of the intrinsic 
factor—desiccated duodenum—has a 
marked stimulating hemopoetic 

effect. According to recent research, 
orally ingested vitamin B)2 has an 
antianemia efficacy similar to that of 
injectable B)2 preparations when 
activated and potentiated by 
desiccated duodenum.'* Moreover, 


= folic acid has been shown to be one of 
atmati n IC acuvateda. the most active vitamin B)2 
FOR COMPREHENSIVE ANTIANEMIA THERAPY potentiators.>? 
Armatinic Activated may be used in 


atmati nic special either the macrocytic or microcytic 


anemias (except in the initial treatment 
of pernicious anemia), whereas 
Armatinic Special fulfills a unique 
ARMATINIC ARMATINIC requirement for the macrocytic anemia 
ACTIVATED SPECIAL : patient in supplying the most potent 


Capsulettes COMPOSITION Capsulettes activated h emopoetic fact 
200 mg. Ferrous Sulfate No Iron Salt without iron. 
Exsiccated 


10 meg. *Crystamin (8 1 

References: (1) Hall, B. E.: Brit. Med. J. 2: 585-589, 1950; (2) Bethell, 

350 mg. Liver Fraction I! with 350 mg. F. H.: Univ. Hosp. Bull, Ann Arbor 15: 49, 1949; (3) Bethel, F. H., 
Desiccated Duodenum et ol.: Ann. Int. Med. 35: 518-528, 1951; (4) Spies, T. D.: JAMA. 


FOR THE PATIENT WHO DOES NOT TOLERATE IRON 


145: 66-71, 1951; (5) May, C. D.: Am. J. Dis. Child. 80: 2, 1950; 

1 mg. Folic Acid 1 mg. - (6) Luhley, A. L., ond Wheeler, W. E.: Health Center J. (Ohio St. 

ee Univ.) 3: 1, 1949; (7) Reisner, E. H., and Weiner, L.: Bull. New York 

50 mg. Ascorbic Acid (C) 50 mg. Acad. Med. 27: 391, 1951; (8) Griffenhagen, G. B., and De Guio, 

° E. F.: J. Am. Phorm. Assn., Sc. Ed. 41: 181-184, 1952; (9) Diez, Rivas, 

“The Armour Laboratories Brand of F., Morales, F. H., and Meyer, L. M.: Ann. Int. Med. 36: 1076, 1952. 
Crystalline Bi2 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 
Cdl - 
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The medicine show technique is not as far outmoded as we'd 
like to believe. There are still people who think they can di- 
agnose their own diseases and treat them successfully with 
patent medicines. Doctors know the real dangers of self-diag- 
nosis and self-treatment. 


Patients often think that deafness, too, is relativély simple, 
that it is merely a matter of degree. They delude themselves 
with thinking that simple amplification—hearing-trumpet style 
—is all that is required of a hearing aid. 


Doctors know that every person loses his hearing in an in- 
dividual way; some lose first one part of the scale and others 
another. One should not logically expect the patient himself to 
adjust his own hearing aid so as to match successfully his hearing 
loss as can be shown on a scientifically recorded audiogram.* 


SONOTONE 


provides hundreds of possible combinations of carefully 
selected elements to produce the onemen hearing aid 
for a particular pattern of deaf d by the 
Audiographic Chart. Sonotone | wat Elmsford, N. Y. 


Sonotone products are on 
the list of AMA Council 
accepted devices. 


COUNCIL ON 
persica 
oot REMABILITATION 


ey *“The audiogram is the best means 
MEDITAL BP for recording hearing loss...for the 
fitting of hearing aids...”Hayden, 
Austin A., Hearing Aids from Otol- 
ogists’ Audiograms—J.A.M.A. 111: 
592-596 (August 13), 1938. 
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Con; striking benefit 


in intractable bronchial asthma... 


A. Tidal breathing 


Typical spirogram of asthmatic. Note marked 
diminution in vital capacity and complemental 
air; also, the overall lengthening of the interval 
between inspiration and expiration. 


B. Complemental air 


C. Vital capacity 


This spirogram illustrates the improvement that 
may be expected in asthmatics following the ad- 
ministration of CoRTONE. Note in particular the 
increase in vital capacity. 


Increased Vital Capacity—an objective measure 
of the effectiveness of CORTONE 


EFFECTIVE. Intended as adjunctive therapy, 
“orally administered, cortisone definitely re- 
lieved the symptoms of chronic intractable 
asthma in 26 of 31 courses given to 22 patients.” 


SIMPLIFIED MANAGEMENT. “The patients’ 
weight, fluid intake and output, blood pressure, 
and the results of the urine examination for 
sugar were charted daily . . . it was found that 
short-term therapy could be carried out safely 


for up to two weeks without extensive tests if 
there were proper cooperation between patient 
and physician and careful observation. . .” 


Schwartz, E., J.A.M.A. 147: 1734-1737. Dec. 29, 1951. 


Cortone’ 


ACETATE 
(CORTISONE ACETATE, MERCK) 


Literature 
available 


CorTone is the registered trade-mark of 
Merck & Co., Inc. for its brand of cortisone. 


MERCK & CO., Inc. 
Manufacturing Chemists 
RAHWAY, NEW JERSEY 


© Merck & Co., Inc. ; 
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selective control 


of Gastrointestinal Spasm 


Mesopin 


( brand of homatropine methyl bromide) 


When pain, heartburn, belching, nausea, 
or unstable colon are due to 
gastrointestinal spasm, Mesopin provides 
an effective means for prompt relief. 

Its selective antispasmodic action controls 
spasticity with virtual freedom from the 
undesirable side effects of atropine or belladonna. 
Thus, Mesopin is relatively safe for the relief of 
gastrointestinal spasticity, such as pylorospasm, 
cardiospasm, spastic colon, and biliary spasm. 


Mesopin—2.5 mg. per teaspoonful of 
elixir or per tablet. Mesopin-PB*— 
2.5 mg. Mesopin and 15 mg. 
(1/4 gr.) phenobarbital per 
teaspoonful of elixir 
or per tablet. 


*PB abbreviated designation 
for phenobarbital. 


Samples and literature on request 


Endo Products, Inc., Richmond Hill 18, N. Y. 
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when iron alone is not enough 


To accelerate recovery in the treatment of microcytic hypochromic anemia, you will 
want to prescribe not only iron but all the elements known to be essential for the 
development and maturation of red blood cells. This is particularly true when the 
anemia is the result of blood loss. For prompt and effective hematinic therapy, con- 
sider the ‘‘Bemotinic’’ formula below. 


Ferrous sulfate exsic. (3 gr.) ... 
-»e+ | Vitamin B,, U.S.P. (crystalline) . . 

euch contains: Gastric mucosa (dried) 

Desiccated liver substance, N.F. . 

Folic acid 

Thiamine HCl] (B,)..... 

Vitamin C (ascorbic acid) 


In macrocytic hyperchromic anemias, ‘‘Bemotinic’’ will provide additional support to 
specific therapy, or may be used for maintenance once remission has been achieved. 
In many pernicious anemia patients there is need for iron because of a co-existent 
iron deficiency. 


Suggested Dosage: One or two capsules (preferably 
taken after meals) three times daily, or as indicated. 


No. 340—Supplied in bottles of 100 and 1,000 
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(DISPERSION OF DESACCHROMIN) 


a new therapeutic 


> 
Pirome@M aiteviates the immediate symptoms of pollenosis, 
and maintains effective control. Even cases which have failed 


to show improvement to desensitization and antihistaminics 
usually respond promptly to the administration of PrROMEN. 


PirOMEN is also useful in the treatment of many other 
allergies and dermatoses. 


Piromen is supplied in 10 cc. vials containing 4 gamma 
ce (micrograms) per cc. and in 10 cc. vials containing 10 
gamma per cc. 


Piromen on your Rx will bring you our new booklet 
detailing the use of this new therapeutic agent. 


*TRADE MARK 


Piromen 


stor be 
S + MORTON 


MANUFACTURED BY 


TRAVENOL LABORATORIES, INC. 


Subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 
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Academy Members 


may now order 


GIFT 


Subscriptions 
for 
Hospital and Medical 


School Libraries 
at $500 each 


This special rate (half the regular non-member 
price) applies only to gifts by Academy chapters 
or members to medical libraries. Subscriptions 
placed by hospitals or schools direct, or subscrip- 
tions for non-member physicians (excepting stu- 
dents, interns and residents) still require the full 
$10.00 rate. 


There are undoubtedly many hospitals in every 
state that would welcome a copy of GP every 
month. Certainly every medical student should 
have access to the wealth of sound medical knowl- 
edge in every issue of this magazine. Chapters or 
members can render a real service to these institu- 
tions by giving them a subscription—and at a 
below-production-cost price! An attractive card 
announcing your gift will be mailed to the for- 
tunate recipient. 


Orders should be marked ‘Gift Subscription” and 


mailed to 


GP BUSINESS OFFICE 


406 West 34th Street, Kansas City 2, Mo. 
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A DAY AND NIGHT 
DIFFERENCE IN TREATMENT 


Dainite Dainite 
DAY Each tablet contains: NITE 
Todlets Tablets 
Va gt........Sodium Pentobarbital Y gr. 

ee Phenobarbital 
Aminophylline 
Ephedrine HCI......... 
Benzocaine 


Give ot 10 PM. 
LER & CO. DECATUR, ILL. 
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Often within 24 hours after cortisone ther- 
apy, the severely ill, toxic patient appears 
alert and comfortable; within one to four 
days, temperature drops to normal, appetite 
increases, acute polyarthritis subsides. 


Early cortisone administration suppresses 
and in some cases may even prevent serious 


cardiac damage. 


available as Compressed Tablets Cortisone Acetate, 
25 mg., for oral use. Bottles of 20 tablets. 


THE UPJOHN COMPANY, KALAMAZOO MICHIGAN 
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MATERNITY 


GIRDLES 


This new patented Camp model 


for the well-groomed young 
mother-to-be is a lightweight, 
beautifully designed, boneless 
girdle with an open front above the 
pubic bone to allow full abdominal 
freedom. Hose supporters keep 
hose smooth and neat; adequate 

for elastic stockings. The psycho- 


logical reassurance created by 


its special design and cosmetic 


appeal tends to keep patients 
happier and more comfortable. 


S. H. CAMP and COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 


Offices in New York * Chicago * Windsor, Ontario + London, England 
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a new 
synthetic 
narcotic 


for longer-lasting 
pain relief 


MORPHINE 
*Dose: 15 mg (1/4 gr) 
Pain Relief: 4 to 6 hrs 


frequent 
frequent 
frequent 
frequent 


occasional 


SIDE EFFECTS 


diminished urine 


constipation 


disorientation 


depressed appetite 


nausea 


vomiting occasional 


Caution: Dromoran is a narcotic analgesic. It has addic- 
tion liability equal to morphine and for this reason the 
same precautions should be taken in administering the 
drug as with morphine. 


DROMORAN®—brand of methorphinan (dl-3-hyd 
phinan) 


DROMORAN 


(dl) Hydrobromide 


HorrMann-La Rocue Inc. - Rocue ParK « Nutley 10 New JERSEY 
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put the entire 


Atlantic City Assembly 


mn your own library! 


—outlines of all lectures and 
scientific exhibits of the Fourth 
Annual Scientific Assembly, 
now available in book form 


as a permanent record 


If you couldn’t get to Atlantic City, last March, you can 
now do the next best thing. We have reduced to outline 
form every lecture and every scientific exhibit presented at 
that meeting. They have been printed and bound into 
a plastic backed book entitled “ABSTRACTS.” With this 
volume in your book case, you will have the “meat” of this 
entire Assembly instantly available for reference, for years 
to come. 


@ What can you do for a chronic alcoholic ? 


Here is the sound guidance of the nation’s top 
authorities. 


@Need a refresher on obstetrical anesthesia ? 


Read George Thomas’ complete and concise lecture 
re 7 subject—study a dramatic exhibit on pudendal 
ock. 


@ Hazy on what “General Adaptation Syndrome” means ? 


Hans Selye and Jerome Conn explain theory and 
cross-opinions during the panel 
iscussion, as well. 


@ What can you do for the “sterile” couple? 


Read what Greenblatt said . . . what the Williams 
exhibit showed. 


@ Are Teen-agers a frightening enigma? 


Spurgeon English provides the key, in lecture and 
exhibit. 


And so on—through four days of rich, usable new knowl- 
edge. It’s all in “ABSTRACTS.” Dr. Ralph Marsicano 
and Dr. T. E. Rardin have done an amazing job of editing 
all this material into compact, easily readable outline form— 
without sacrificing a single nugget of valuable informa- 
tion. There is nothing else like it in all medical literature. 


PROFUSELY ILLUSTRATED 


The book is replete with pertinent illustrative material— 
charts, diagrams, clinical photographs and _step-by-step- 
rocedure drawings. In many instances, an entire exhibit has 
en presented photographically, with a minimum of editorial 
copy. 


QUANTITY LIMITED 


Because the Academy has no provision for absorbing the cost 
of unsold books, we have made an EXTREMELY CONSERV- 
ATIVE estimate of the number of copies to print. So 
there won’t be enough for everybody—but we will fill orders 
as long as the supply lasts. 


COPY 


CHECK WITH ORDER, PLEASE 
Since the price covers only produc- 
tion and mailing costs, we ask your 
help in avoiding bookkeeping ex- 
pense. 


USE THIS COUPON TODAY 


AMERICAN ACADEMY OF GENERAL PRACTICE 
406 W. 34th St., Kansas City 2, Mo. 


Enclosed is my check for $ for which please send 
me ____ copies of “ABSTRACTS” at $3.00 per copy. 


NAME 


ADDRESS 


CITY STATE 
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Because its barrel is 

clear glass . . . molded to 

fit its plunger instead of 
being ground with abrasives 
... the B-D DYNAFIT 
Hypodermic Syringe offers: 


LESS FRICTION between barrel and 
plunger, reducing syringe-wear. 


LESS EROSION during cleansing and 
sterilization because the protective 
“skin” of the glass barrel has 

not been removed by grinding. 


LESS BREAKAGE because the glass barrel 
has not been weakened by grinding. 


less friction, less erosion, 
and less breakage mean longer 


life and lower cost-in-use. 


SEE THE NEW so7 © syRINGE at your dealer’s in 2 cc., 
5 cc., and 10 cc. with Luer-Lok 


or Luer Metal Tips. 
B-D, DYNAFIT and LUER-LOK, Trademarks Reg. U.S Pat. Off. 


BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 
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ACTIVE INGREDIENTS: BORIC ACID 
2.0% OXYQUINOLIN BENZOATE 0.02% 
AND PHENYLMERCURIC ACETATE 0.02% 
IN SUITABLE JELLY OR CREAM BASES 


¢ 
¢ 


PLATO: 
“PHILOSOPHY BEGINS IN WONDER” 
— THAEATETUS, SEC. 155 


* 


DOCTOR... THE CHOICE musT BE YOURS ! The evidence of 


medical authority . . . stresses our sincere belief that post- 
ponement of pregnancy is a form of preventive medicine which 
is the responsibility of the physician. . . . Our own long expe- 
rience in serving the medical profession has emphasized that the 
combination of diaphragm, used with either jelly or cream, is the 
ideal prescription. We have recognized, since 1925 however, 
that certain patient conditions must be left to the physician's 
diagnosis and be his obligation.... Whichever method you 
choose for the individual patient, you may depend upon the time- 
tested protective and spermicidal efficiency of Koromex products. 
For confident contraception... every time... prescribe Koromex. 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. 145 HUDSON ST., NEW YORK 13. 
MERLE tL. YOUNGS, PRESIDENT 
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emotional disturbances 


| 
let work 


pressure, diet, work, worry, 


emotional disturbances, visceroneurosis 


cause Nervous Indigestion... 


BE N TY L offers effective, comfortable sus- 


tained relief from pain, cramps, general discomfort due to functional gastro- 


intestinal spasm. In clinical studies!»?,> BENTYL gave gratifying to complete 


relief in 308 of 338 cases, yet was “... virtually free from undesirable side effects.”’> 


EACH CAPSULE OR TEASPOONFUL SYRUP CONTAINS: 


For safe, double-spasmolysis 

with PHENOBARBITAL......... 15 mg. 


When synergistic sedation is desired 
DOSAGE—ADULTS: 2 capsules or 2 tea- 


spoonfuls syrup 3 times daily, before or after 
meals. If necessary, repeat dose at bedtime. 


IN INFANT COLIC: % to 1 teaspoonful 
syrup 3 times daily before feeding.* 


New York ¢ CINCINNATI « Toronto 


1. Hock, C. W.: J. Med. Assn. Ga. 40:22,1951 ¢ 2. Hufford, A. R.: 
J. Mich. St. Med. Soc. 49:1308, 1950 « 3. Chamberlin, D. T.: Gastro- 
enterology 17: 224, 1951 « 4. Pakula, S. F.: Postgrad. Med. 11:123, 1952 


Trade-mark “ Bentyl” Hydrochloride 
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visceroneurosis 


THERE IS NO 
BETTER PRODUCT 


4 » 
COUNCIL OM 
PHARMALY 


tised through ethical channels. 


tActive ingredients, by weight: 
dodecaethyleneglycol monolaurate 
5%; boric acid 1%; alcohol 5%. 


*The word RAMSES is a registered 
trademark of Julius Schmid, Inc. 


th 


@ When five cubic centimeters of RAMSES* Vaginal 
Jellyt are deposited against the cervical os, as shown 
in the above illustration, it is hardly possible for 
sperm either to penetrate the barrier that is formed 
or to escape its spermatocidal action. 


Continuing studies conducted by independent accredi- 
ted laboratories establish both the occlusive and 
spermatocidal efficiency of RAMSES Vaginal Jelly. 
Physicians can prescribe this dependable contracep- 
tive with complete assurance. 


gynecological division 

JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 
quality first since 1883 
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Gynecological Products a 
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SPEND 


the , positive treatments fo 


the most common deficiencie 


Feojectir 


fill the physician's every requirement 


effective iron therapy 
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The name Schering has come to stand for pioneering 


research and leadership in steroid hormone chemistry. 2: 
| Now Schering adds this new important product to its g 


steroid line—available in ample amount to meet all 


your cortisone needs. 


Available as 25 mg. tablets, bottles of 30. For complete information 
write to our Medical Service Department. 


CORPORATION-BLOOMFIELD,N.J. 


j 


In bacterial diarrheas: 


Streptomagma provides 
the essentials for securing 
prompt and complete remission 
... because Streptomagma contains: 


combats 
infection 
‘op 1. Dihydrostreptomycin . . . “much more 
adsorbs bacteria, say effective against the coliform fecal flora than 
toxins, as the sulfonamides . . . not readily absorbable 
and irritants ... non-irritating to the mucosa”! 


soothes and protects i 2 2. Pectin . . . “various pectins . . . become 
mucosa bactericidal agents in the gastrointestinal tract 
when given together with streptomycin’” 


checks dehydration 


promotes development 24 3. Kaolin . . . for “tremendous surface and 
high adsorptive power’ 


of formed, 
comfortably passed 


4. Alumina gel . . . itself a potent adsorbent, 
acts as a suspending agent for the kaolin and 
enhances its action, soothes and protects the 
irritated intestinal mucosa. 


stools 


STREPTOMAGMA 


DIHYDROSTREPTOMYCIN SULFATE AND PECTIN WITH KAOLIN IN ALUMINA GEL 


Supplied: Bottles of 3 fl. oz. 


1. Pulaski, E. J. and Connell, J. F., Jr.: Bull. U.S. Army 
M. Dept. 9:265. 


2. Wooldridge, W. E. and Mast, G. W.: Am. J. Surg. 
78:881. 


3. Swalm, W. A.: M. Rec. 140:26. 
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Photograph, courtesy of 
The Edith Hartwell Clinic 
of The Strong Memorial 

Hospital, Le Roy, N. Y. 


PRESERVE 
in motion for the beng fit of all medicine 


Reference to procedures used in earlier cases is of value to 
physicians or surgeons who like to review their work, and 
it is a vital adjunct to the progress of all medicine. This is 
particularly true of motion-picture records. Then the pro- 
cedure unfolds in original sequence, precisely, completely, 
and accurately. 


PRESERVE IT... 


with Cine-Kodak Royal Magazine Camera 


Easy to make motion pictures of fine quality with this 
camera. In it are combined the speed and convenience of 
magazine loading—plus the optical excellence of the Kodak 
Cine Ektar Lens, 25mm. f/1.9. Choice of filming speeds— 16, 
24, or 64 frames per second. Complete list of lenses and acces- 
sories available. Price, $176.25, includes Federal Tax and is 
subject to change without notice. 


For further information, see your photographic dealer or 
for the Medical Profession includes: cameras write for booklet. 
and projectors—still- and motion-picture; film 
—full color and black-and-white (including 


infrared); papers; processing chemicals; micro- EASTMAN KODAK COMPANY ; 
end Medical Division, Rochester 4, N. 


Serving medical progress through Photography and Radiography - TRADE-MARK 
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WHEN THE 


Nightingale 


CHARMED AMERICA 


Possibly no other stage artist has been 
so popular throughout the world as 
Jenny Lind. Her soprano voice was 
bright and brilliant, thrilling and sym- 
pathetic. 

Her London debut created a furor 
that had been unseen in London up to 
that time. Under the famed P. T. Bar- 


num’s direction, her debut at Castle 


our sodium bicarbonate for many in- 
ternal and external maladies. It is U.S.P. 
Bicarbonate of Soda and classified as 
Official Remedies by the Council on 
Pharmacy and Chemistry of the Amer- 
ican Medical Association. 


FREE Children’s Storybooks 


May we send you a supply of our inter- 


esting illustrated storybooks for your 
waiting room? They’re approved by 
leading educators. Just write to us at 
the address below. 


Garden in New York City on September 
11, 1850—and her entire American tour 
—was just as tremendous a success. She 
won the hearts of Americans with her 


charm. 


It was in the same era that the first Bi- 
carbonate of Soda was produced in the 
Western Hemisphere by our founders Dr. 
Austin Church and John Dwight. 

And from that time to the present 
day, physicians have used and prescribed 


CHURCH & DWIGHT CO., INC. 


10 Cedar Street 


New York 5, N. Y. 


BUSINESS ESTABLISHED IN 1846 
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full therapeutic utilization 


of aminophylline! 


For the first time,Cardalin 
permits high oral doses of aminophylline—5 GRAIN 
TABLETS— one or two 5 grain tablets 3 to 4 times daily 
may be administered as required. Gastric irritation and 
intolerance to the drug are virtually eliminated by means of 
a new use of anti-nausea factors which block irritant 
impulses at their source. 
Cardalin provides full therapeutic utilization of amino- 
phylline by the oral route of administration, as 
demonstrated by recent, extensive clinical 
investigations. 


ech CARDALIN Tablet 


Aluminum Wydroxide......... 2% GRAINS 
Ethyl Aminobenzoste.......... GRAIN ardalin 


Bottles of 100, 500, 1008 
the NEW aminophylline 
with anti-nausea factors 


IRWIN, NEISLER & COMPANY «+ DECATUR, ILLINOIS 
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Acid Control in Peptic Ulcer 
WITHOUT CONSTIPATION 


Modern antacid therapy with alu- 
mina gel is usually successful. But in 
many cases constipation ensues. 

Then you have the incongruous sit- 
uation of the patient dosing himself 
daily with laxatives in addition to his 
regular alumina gel intake. 

You can help nearly every patient 
avoid this disturbance by prescribing 
Gelusil. Unlike most alumina gel prep- 
arations, it is singularly free of consti- 
pating action.':*:3-+ Gelusil embodies a 


unique form of non-reactive aluminum 
hydroxide gel combined with magnesi- 
um trisilicate. It helps control gastric 
hyperacidity without causing consti- 
pation. 

Prescribe Gelusil in liquid or tab- 
lets. Bottles of 6 or 12 0z.; boxes of 50 
or 100 tablets. 


1. Seley, S. A.: Am. J. Dig. Dis. 13 :238 (July) 1946. 
2. Rossien, A. X.: Rev. of Gastroenterol. 16 :34-52 
(Jan.) 1949. 3. Rossien, A. X. and Victor, A. W.: 
Am. J. Dig. Dis. 14:226-229 (July) 1947. 4. Batter- 
man, R. C. and Ehrenfeld, I.: Gastroenterol. 9 :141 
(August) 1947. 


Gelusil 


THE NON-CONSTIPATING ANTACID ADSORBENT 


WILLIAM R. WARNER 


DIVISION OF WARNER-HUDNUT, INC. 
NEW YORK 11, N. Y. 
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UNIVERSITY of PENNSYLVANIA 
GRADUATE SCHOOL OF MEDICINE 


The 
DALLAS SOUTHERN CLINICAL SOCIETY 


Announces 


POSTGRADUATE CONFERENCES* 


CARDIOLOGY 


3rd Annual Institute 


CURRENT ADVANCES IN MEDICINE 
AND SURGERY 


For Specialists and General Practitioners 
September 22-26, 1952 


SEPTEMBER 8, 9, 10 AND 11 


Tinsley R. Harrison, M.D., Professor of Medicine, Medical 
College of Alabama 


Don W. Chapman, M.D., Associate Professor of Medicine, 
Baylor University College of Medicine 


A comprehensive 5-day course with 
10 symposia and choice of 19 panel 
discussions covering current ad- 
vances in medicine, surgery and the 
major specialties. 


PEDIATRICS & PEDIATRIC DERMATOLOGY 
SEPTEMBER 29, 30, OCTOBER 1 
Gilbert B. Forbes, M.D., Professor of Pediatrics, Southwest- 
ern Medical School of the University of Texas 
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University School of Medicine 
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NOW 


diuretic tablets 
that work 


like 


“TRADEMARK APPLIED FOR 
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N E WY safeguard for the “drowning heart.” Prescribe in congestive 


heart failure, recurring edema, cardiac asthma, hypertensive heart disease, 


dyspnea of cardiac origin, arteriosclerotic heart disease, fluid retention masked 


by obesity and for patients averse to their low-sodium diets. 


NEOHYDRIN 


THE DIURETIC TABLETS THAT WORK “ ) D) 


—_ i AN INJECTION 


N E W convenience, simplicity and safety. Replaces dependence on 
injections, xanthines, ammonium chloride, resins, aminophylline and 


other less effective tablets. 


NEOHYDRIN 


How To Use This New Drug: Maintenance of the edema-free state has been 
accomplished with as little as one NEOHYDRIN Tablet a day. Often this dosage of NEOHYDRIN 
will obtain in a week an effect comparable to a weekly injection of MERCUHYDRIN® 


When more intensive therapy is required one tablet or more three times daily may be 
prescribed as determined by the physician. 


Gradual attainment of the ultimate maintenance dosage is recommended to preclude 
gastrointestinal upset which may occur in occasional patients with imrnediate high dosage. 
Though sustained, the onset of NEOHYDRIN diuresis is gradual. Injections of MERCUHYDRIN 
will be initially necessary in acute severe decompensation. 


Any patient receiving a diuretic should ingest daily a glass of orange juice or other 
supplementary source of potassium. 


Packaging: 


NEOHYDRIN: Bottles of 50 tablets. There are 18.3 mg. of 
3-chloromercuri-2-methoxy-propylurea in each tablet. 


LAKESIDE LABORATORIES, INC->-MILWAUKEE 1, WISCONSIN 
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Olac 


Mead’s powdered formula designed 
for both full term and premature infants... .| 


Excellent tissue turgor and muscle development 


in babies fed Olac® are clearly shown by steadily increasing 
clinical observations. These babies tend to gain weight 
without becoming fat, are sturdy, and resist infections well. 
They are generally vigorous, with happy dispositions. 

They get a strong start for a healthy childhood. 


Designed for optimum nutrition of both full term 

and premature infants, Olac supplies milk protein in exceptionally 
generous amounts, to promote sturdy growth. Its fat is 

an easily digested, highly refined vegetable oil. Dextri-Maltose® 
supplements the lactose of the milk, to meet energy needs and 
spare protein for its essential tissue-building functions. 


Convenient and simple to use, Olac feedings are prepared merely 


by adding water. A convenient special measure is enclosed in each ca 
One packed level measure of Olac to 2 ounces of water 
gives a formula supplying 20 calories per fluid ounce. 
Olac is valuable not only for bottle-fed infants but 

for supplementary and complementary feedings of breast-fed infants. § 


MEAD JOHNSON & CO., EVANSVILLE 21, IND., U. S. A. 
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